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THRE SUBJECTIVE RESPONSE OF 
PATIENTS TO ADRENALIN AND 
ACETYL-B-METHYL-CHOLINE)* 


Erich LinpemMann, M. D. ann Jacos E. 


ONE OF THE Mos? pressing problems in 
neuropsychiatric work is the develop- 
ment of methods for evaluating minor 
variations in the mental status of pa- 
tients. For several vears we have been 
interested in the modifications in be 
havior and subjective experience pro- 
duced by the administration of certain 
drugs. In 1938 (70) we reported upon 
the subjective response of psychoneu- 
rotic patients to the intramuscular ad- 
ministration of adrenalin, a sympathet- 
ic stimulus and mecholyl (acetyl-B- 
methyl-choline), a parasympathetic 
stimulus. A distinct difference in the 
mental status was observed after these 
drugs, the administration of saline 
being used for control: It was found 
that some patients who complained of 
spontaneous anxiety attacks had a rep- 
lica of these attacks after the adminis- 
tration of either drug and that their 
verbal reports differed in quantity and 
quality in a very characteristic manner. 
More recently we have developed the 
method of analysis further. The present 
report is a description of the modified 
method, and of the material obtained 
dealing with the kind and number of 
subjective experiences in patients after 
the injection of these drugs. Previous 

* This is the second in a series of studies on the 
Effect of Adrenalin and Mecholyl on Psychoneurotic 
Patients. 

Read at the Sixty-sixth Annual Meeting of the 
American Neurological Association, Rve, New York, 
1940. 

** From the Department of Diseases of the Nervous 
System, Harvard Medical School, and the Psychiatric 
Department, Massachusetts General Hospital. 
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attempts at supplementing the ordi- 
nary clinical observation on the mental 
status have made use of performance 
tests in which the efficiency of a func- 
tion was measured |Kraepelin (6), Sha- 
kow (/6), Landis (8)|. Other approach- 
es have been made by the use of 
“projection methods” in which the as- 
sociations to certain ideational stimuli 
(mainly visual) are recorded and classi- 
fied [Rorschach (7 and 75), Murray 
(73)|. Both of these approaches have 
their disadvantages. Performance tests 
cover only a limited area of the mental 
status. The projection methods, which 
to a great extent depend upon the inter- 
pretation of the data by the individual 
worker, of necessity allow considerable 
latitude in their evaluation. Our at- 
tempts have been in the direction of 
compiling an accurate report of the 
responses to a standard set of questions 
(verbal stimuli). These responses give 
direct information not only in answer 
to a specific question but also give a 
verbatim sample of the individual's 
manner of communication in a situa- 
tion involving the investigator and the 
patient. The method obviously can 
have wide application in many types of 
test situations. We felt that this meth- 
od was most suitable for a study of the 
effect of drug stimuli, because it can be 
repeated, it does not set up a task for 
the individual, and no premium is set 
upon a specific answer. 

The use of drugs as stimuli enables 
one to bring about gross disturbances 
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in mental content [mescalin (72), hash- 
eesh (2), cocaine (//), sodium amy- 
tal (g)|. More subtle variations can be 
produced by other drugs. Our particu- 
lar interest was the evaluation of the 
effect of large doses of adrenalin and 
mecholyl which are known to stimulate 
the function of the sympathetic and 
parasympathetic divisions of the auto- 
nomic nervous system. Since the rdle 
of the autonomic nervous system in the 
psychoneuroses has recently been em- 
phasized the observations were made 
on a series of forty psychoneurotic pa- 
tients, most of whom were diagnosed 
anxiety neurosis. ' 
PROCEDURE 

The data of the first sixteen patients 
in this series were collected in the fol- 
lowing manner: 

The patient was taken to a confer- 
ence room where a stenographer was 
present. The patient was introduced to 
the stenographer, who during the ex- 
periment sat close to the investigator 
but out of sight of the patient. It was 
explained to the patient that he would 
receive various types of medicine which 
affect different parts of the nervous sys- 
tem and then he would be asked at fre- 
quent intervals to report any changes 
noticed. He was reassured that no harm 
would come to him from the injections. 
[t was pointed out that he would not 
necessarily have to expect any change 
in his feelings after each injection. 

The patient then lay on a couch and, 
after stating that he was comfortable, 
he was given an intramuscular injection 
of 1 cc. of .g normal saline solution. 
After five to ten minutes this injection 


was followed by another injection of 


saline solution. The patient was then 
asked at frequent intervals to describe 
his sensations, mental content, and 
mood. This second period was con- 
tinued for forty minutes. On another 
day the second injection of saline was 


replaced by an injection of adrenalin 
chloride (Parke-Davis), 1 cc. of a solu- 
tion 1-1000. On the third test day 25 
mg. of mecholyl (acetyl-B-methyl-cho- 
line) were injected in place of the ad- 
renalin. 

The procedure in this stage of the 
investigation was standardized to some 
extent by choosing questions concern- 
ing certain topics. At times the wording 
was changed but an attempt was made 
to sustain the same points of inquiry 
throughout the test period. The inter 
view was carried out in the form of a 
conversation rather than being the mo 
notonous repetition of identical ques- 
tions. Questions were asked concerning 
the general condition (How is it now?), 
somatic sensations (Do you notice any 
difference in your body ?), thought con- 
tent (What is going on in your mind 
now?), mood (How are you in your 
spirits’), and concerning earlier experi- 
ences of a similar nature (Have you 
felt this way before?). We also inter- 
jected questions for further elaboration 
if the patient’s remarks had not been 
understood. Occasionally, comments 
were made by the examiner to the 
secretary concerning observed physio- 
logical changes. 

In modifying the technique of this 
investigation the “conversational” 
character of the period was changed. 
live questions were repeated at exactly 
two-minute intervals, and pronounced 
in the same manner. It is of interest to 
note that the monotonous repetition of 
these questions did not interfere with 
the interview and that the patients 
sustained their cooperation throughout 
the session. A further change was intro- 
duced by extending each experimental 
period to two forty-minute sessions. 
Thus on one test day the patient re- 
ceived an injection of saline followed in 
forty minutes by another injection of 
saline. On another test day the injec- 
tion of saline was followed by an in- 
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jection of adrenalin chloride. On a third 
test day the injection of saline was fol- 
lowed in forty minutes by an injection 
of mecholyl. The order of the test days 
was varied from patient to patient; 
however, all the patients received four 
injections of saline, one injection of ad- 
renalin and one injection of mecholy] 
on three test days. The volume of the 
drugs injected was 1 cc. and the intro- 
muscular injection was carried out con- 
tinuously during a period of five min- 
utes. This second type of prodecure was 
carried out on 24 patients. 

The records comprise the complete 
stenographic notes of the interview 
with a record of the time in minutes. 
The previous study deals with a more 
general analysis of the records. For the 
present report the records were ana- 
lyzed accurately from several points of 
view. All the statements having refer- 
ence to somatic sensations or to any 
other variation of subjective experience 
were listed. The number of references 
made after the administration of each 
drug was determined and the references 
were classified under the three head- 
ings, general sensations, localized sen- 
sations and mood. For the sake of uni- 
formity general sensations were defined 
as sensations not referring to any spe- 
cific organ or part of the body, such as 
feeling hot, nervous, pounding all over 
and weakness. Localized references are 
concerned with sensations referable to 
specific organs or parts of the body, 
such as dizziness, light-headedness, dry 
mouth and lump in the throat. Mood 
references deal with feelings described 
as angry, depressed or happy. 

Dara 

An example of the procedure and 
data is presented in the following rec- 
ord of an experiment on a 47-year-old 
female patient. 

A. B. (No. 21) This 47-vear-old, married 
woman was admitted on August Ig, 1937, 


to the Massachusetts General Hospital be- 
cause of attacks of anxietv which were 
described as follows: They consist of pain 
just below the chest, a feeling “‘as though I 
couldn’t get my breath,” a wave of heat 
starting at the feet and sweeping over the 
body, palpitation, a fear of losing her mind, 
an intense sense of anxiety. These attacks 
have occurred at irregular intervals daily, 
more commonly in the mornings, for at 
least two months. They occur without any 
special provocation and are not limited to 
any special situations. The patient did not 
complain about any concrete phobias. 

In the free intervals between the attacks 
she feels unable to concentrate, lacking in 
energy, occasionally feels dizzy, and she has 
noticed much gas in her stomach and belch- 
ing. The patient haa several former epi- 
sodes of anxiety, one at the age of 17, one 
at the age of 24 and one 10 years ago when 
her first husband was sick and not expected 
to live. The present episode started in close 
time relationship to a serious illness of her 
son, who had chorea and was delirious. She 
feared he would not recover. 

The history was essentially negative for 
severe illnesses. Menarche at 1, no recent 
change in menstrual cycle. No operations. 
In the hospital the mental status was found 
to be that of an intelligent, cooperative 
woman who had read much about psychol- 
ogy and cooperated well in attempts at 
psychotherapy. There was no retardation 
in speech or action and no true depression. 
The physical examination and laboratory 
studies showed no evidence of disease of the 
organic systems. Pulse 80, blood pressure 
within normal limits, B.M.R. —8. Sheht 
tremor of extended hands. 

Diagnosis was anxiety neurosis. 

A complete stenographic account of the 
experiments after adrenalin, mecholyl and 
after the first saline injection is presented 
in Appendix t. 


An analysis of the records of this pa- 
tient shows that statements indicating 
a change in mental status were made 
after adrenalin, mecholyl and also after 
saline. In this patient the sensations 
described were all of a type indicating 
discomfort or distress. After adrenalin 
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the references to sensations were re 
ported throughout the entire test peri- 
od. This was also the case for saline. 
After mecholyl, in contrast, there was 
a sudden outburst of complaints during 
the first twelve minutes of the test peri- 
od. There were relatively few references 
during the last 28 minutes of the test. 
The few reterences reported throughout 
the latter part of the test were con- 
cerned with shivering, feeling cold, and 
trembling. 

A systematic arrangement of the reft- 
ences is presented in Table I. The refer- 
ences are grouped under the three head- 
ings mentioned above. The total 
number of references was 26 after ad- 


renalin, 42 after mecholyl, and 23 after 
saline. The total number of general 
references was g after adrenalin, 22 
after mecholyl, and 12 after saline. The 
number of local references was g after 
adrenalin, 18 after mecholyl, and 11 
after saline. There were 8 references to 
mood after adrenalin, none after mech- 
olyl or after saline. References to gen- 
eral sensations occur after all three 
substances, hot and cold feelings pre- 
dominate after mecholyl. There were 
many references to head sensations aft- 
er mecholyl and none after adrenalin. 
It is of interest that this patient com- 
plained spontaneously of palpitation. 
Acceleration of heart rate was reported 


rABLE | 


Symptoms on Injection 


GENERAI Hot 2 
Perspiring 
Cold 
l'rembling 
Fidgety, tens ; 
Frightened 


Relaxed 


LOCAI Head Hot 
Dizzy 
Tremor 
Funny feeling 


“Bad cold”’ 


Earache 
Mouth Teeth chattering I 
Eyes Watering 
Heart Acceleration 2 
Stomach Nervous 
Chest Choking 2 


Difficult breathing 
Fast breathing 
Trembling 1 


Leys Shaking I 
Tingling 


Extremities Numb I 

MOOD Depre ssed 3 
Worried 2 

Miserable 3 

Total 26 


Number of References 
Adrenalin 


é Spontaneous Complaints 
Mecholyl Saline I I 


I 6 Dizzy 


Palpitation 
Pain in epigastrium, gas, belching 


2 Short of breath 
Heat waves from feet to chest 


Dx pressed 
Anxiety 
Lack of energy, concentration 


ing 
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after all three substances. After mecho- 
lvl there were many references to feeling 
like having a “bad cold.” On the other 
hand mood references were observed 
only after adrenalin. 

A summary of the experimental data 
on 40 psychoneurotic patients is pre- 
sented below. The series includes 26 


females and 24 males, whose ages 


manifested by the type and the nature 
of the communication. After adrenalin 
there was a gradual development of 
uncommunicativeness. The patients 
spoke hesitantly, used few words and 
seemed to have difficulty in describing 
their feelings. The references continued 
at about the same rate throughout the 
whole test period. The references dealt 


NO.OF REFERENCES AFTER ADMINISTRATION OF 


450 


400. 


— a | 


350 | 


300, 


NO. OF 
250, 


REFS. 
200, 
1§0 


100 


50 
Vit 





GENERAL SYMPTOMS LOCALIZED SYMPTOMS 





SALINE [] ADRENALIN []] MECHOLYL §§ 


84 


4 
MOOD 


Fic. 1. The total number of references reported after the administration of adrenalin, mecholyl and saline, 


ranged from 21 to 47 years. These pa- 
tients were being treated on the Psy- 
chiatric Service of the Massachusetts 
General Hospital either on the hospital 
ward or in the Out-Patient Depart- 
ment. All of the patients had symptoms 
of anxiety occurring in attacks unex. 
pectedly or only in certain situations. 
In addition some of the patients also 
had symptoms of hysteria, and a few of 
the patients showed hypochondriacal 
trends. 

After adrenalin and mecholyl con- 
siderable differences were observed in 
the general states of the patients as 


almost exclusively with subjective ex- 
periences and very few remarks were 
made about the external environment, 
such as objects in the room. After 
mecholyl a marked openness of com- 
munication was noted. The patients 
seemed very alert throughout the peri- 
od and spoke freely, used a great many 
words, preserved the conversational 
tone of the interview. Most of the ref- 
erences were reported almost impetu- 
ously within the first 12 to 1§ minutes 
of the test period. Many references had 
to do with observations and interests in 
the external environment. The patients 
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seemed more extraverted during the 
test period. The reaction after saline 
showed no sudden outburst of refer- 
ences. Most patients answered the 
questions in a negative way. There 
were some references reported but these 
seemed to be given at almost any time 
during the test period. Two patients 
described feelings of distress—similar 
to anxiety after the administration of 


GENERAL SYMPTOMS REPORTED AFTER 


ADRENALIN 
NO. OF REFERENCES 
, e222: 2 Ff. 
Trembling r : 
Snivering r 
Nervousness =~ 
Pounding all over — 
Fatique eee. 
Depression Rose 
Sense of neat 
* Faintness poe 
Sleepiness =z 
Anger — 


Sense of cold FF | 


least for adrenalin. These findings in- 
dicate that although the word produc 
tion was least for adrenalin the number 
of references for adrenalin was three 
times as great as that for saline. 
References after Adrenalin, The num- 
ber of references after adrenalin and 
saline is presented in Figs. 2 and 3. 
Figure 2 summarizes the references 
dealing with general symptoms. The 


INJECTION OF 


SALINE 


NO.OF REFS 

70 8&0 .@) 20 

fh i 

Weakness 
Fatigue 
Relaxation 
Sleepiness 
Nervousness 
Perspiration [~ i 


30 





— No oF Patients 


Fic. 2. The number of references to general symptoms reported after the injection of adrenalin and of saline 
The number of patients reporting the references is also included. 


saline. It is of interest that anxiety was 
reported by those two patients. after 
adrenalin and mecholy] as well as after 
saline. 


Toran NuMBER OF REFERENCES 


The total number of responses given 
by the entire series of patients to the 
three drugs is presented in kig. 1. These 
references are grouped in the three cat- 
egories mentioned above. The smallest 
number of references, 199, was re- 
ported after saline solution. There were 
633 references after adrenalin and 835 
after mecholyl. Most of the references 
after saline dealt with general symp- 
toms whereas after adrenalin and mech- 
olyl most of the references dealt with 
localized symptoms. In our previous 
report we showed that the word pro- 
duction was greatest for mecholyl and 


number of references is presented to- 
gether with the number of individuals 
who reported them. Twenty-one pa- 
tients produced 83 references to trem- 
bling and 18 patients reported 32 refer- 
ences to nervousness. Fight patients 
reported 32 references to shivering. The 
other symptoms were reported by rela- 
tively few patients. 

More than half of the patients re- 
ported gl! references to palpitation. 
(Fig. 2.). Under palpitation we have in- 
cluded references to “palpitation” and 
to “heart pounding.” Only 8 patients 
had 14 references to heart acceleration 
which included such descriptions as 
“heart racing” or “heart beating fast.” 
More than half of the cases reported 55 
references to pain near the site of in- 
jection. There were few references to 
“dry mouth,” difficulty in breathing, 
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LOCALIZED SYMPTOMS REPORTED AFTER INJECTION OF 


ADRENALIN 


NO. OF REFERENCES 
° 20 40 50 


Palpitation 
Pain Near Injectn 
Dry Mouth 
Shaky Legs 
Heart Accelerat. 
Dizziness 

Head Tremor 
“Lump in Throat” 
Headache 
Weakness of Legs 


Diff. Breathing 
“Funny Feelingi 
Back of Head 


Cold Hands 
Chattering Teeth 
Fast Breathing 
Tingling in Fingers 





SALINE 

NO OF REFS 

10 
Dizziness | 
Palpitation 
Salivation me 
Lightheaded [- 

Tight faced 





— No of Patients 


Fic. 3. The number of references to localized symptoms after the injection of adrenalin and of saline. 
The number of patients reporting the references is also included. 


lump in the throat, and cold hands. 

References after Mecholyl. After mech- 
olyl the greatest number of refer- 
ences in the largest number of patients 
dealt with perspiration, described by 
the patients as “I am dripping” or “‘I 
am all wet.”’ This occurred in almost 


GENERAL SYMPTOMS 


MECHOLYL 


NO OF REFERENCES 
(oe 





two-thirds of the patients. Over half of 
the patients reported over 60 references 
to feeling hot. Nineteen of the patients 
reported 37 references to feelings of dis- 
comfort. About one-fourth of the group 
reported trembling, feeling cold, shiver- 
ing and fidgetiness. The most striking 


REPORTEO AFTER INJECTION OF 


SALINE 


NO.OF REFS 
) 20 30 





Perspiration Weakness 
Feeling Hot Fatigue 
Discomfort Relaxation 
Trembling Sleepiness 
Feeling Cold Nervousness 
Happiness Perspiration 
Shivering 

Relaxation 

Fidgetiness 

Sleepiness 
"Not Depressed 

Frightened 

Silliness 

Excitement — No. of Patients 


Fic. 4. The number of references to general symptoms reported after the injection of mecholy] and of saline. 
The number of patients reporting the references is also included. 
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LOCALIZED SYMPTOMS REPORTED AFTER INJECTION OF 


MECHOLYL 


° ! 


















Diff. Breathing 
Hot Head 
Salivation 
Dizziness 
Nausea 
Headache 
“Bad Cold’ 
Heart Palpitat 
Heart Accelerat'n 
Pain in Stomach 
Choking 

Head Feels Tight 
Roaring in Ears 
Pain in Chest 
Precordial Pain 
Eyes Watering 
Shaky Legs 
Pain in Left Arm 


Fic. s. The number of references to localized sympto 


The number of patients report 


SYMPTOMS REPORTED By 40 PATIENTS AFTER 
INJECTION OF AORENALIN AND MECHOLYL 
NO. OF REFERENCES 

PALPITATION 
TREMBLING 
PAIN NEAR INJE'N 
SHIVERING 
SHAKY LEGS 
HEART ACCELER NES 


DIZZY 





SENSE OF HEAT 











SS 
HEADACHE 
SLEEPINESS 
DIFF. BREATH 
SENSE OF COLD 
ADRENALIN 





| | MECHOLYL 


NO. OF REFERENCES 
3 


SALINE 


NO. OF REFS. 
50 ° 
Dizziness 
Palpitation 
Salivation 
Lightheaded 
Tightfaced 





— No. of Patients 


reported after the injection of mecholy! and of saline 
the references is also included. 


localized reterences dealt with difficulty 
in breathing (18 patients had 47 refer- 
ences) feelings of heat in the head, and 
salivation. Heart palpitation and heart 
acceleration were reported by 11 and 7 
patients respectively. 

References after Saline. A small group 
of patients reported relatively few ref- 
erences after the administration of sa- 
line. These references dealt with weak- 
ness, fatigue, and relaxation. Three pa- 
tients had 18 references to feelings of 
nervousness, and 10 references to pal- 
pitation. 


Fic. 6. The number of symptoms reported by 4 


patients after the injection of adrenalin and of 


mecholy]. This figure illustrates the fact that the same 
symptoms are reported both after adrenalin and 
mecholyl. 
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OVERLAP OF SYMPTOMS 

An orderly arrangement of symp- 
toms and the number of references to 
each symptom shows (Kig. 6) that both 
adrenalin and mecholyl were followed 
in some patients by the same symp- 
toms. A few individuals reported the 
symptoms of palpitation and trembling 
after adrenalin as well as after mecho- 
lvl. However, in different individuals 


which were produced solely by adrenal- 
in such as dry mouth and nervousness 
and heart pounding all over. There 
were some produced solely by mecholy] 
such as hot head, salivation, nausea, 
choking, eyes watering, and pain in 
chest. After adrenalin there was no spe- 
cial distribution of the symptoms in 
reference to time after injection. After 
mecholyl it was possible to divide the 


REFERENCES TO MOOD 
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HAPPY DEPRESSED 
TOTAL NO. OF PATIENTS:4Q0 
Fic. ~. The number of patients reporting references to mood after the 


injection of mecholy], 


adrenalin was followed by symptoms 
which could be found in other individ- 
uals after mecholyl. Yet in most cases 
the symptoms were fairly characteristic 
for each drug, especially those symp- 
toms listed at the top and bottom of 
Kig. 6. Adrenalin was followed most 
frequently by references to palpitation, 
trembling, pain near the site of injec- 
tion and shivering, whereas mecholy] 
was followed by a sense of heat, head- 
ache, difficult breathing and a sense of 
cold. Both drugs were followed by a 
small number of references to shaky 
legs, heart acceleration and sleepiness. 
There were of course some symptoms 


adrenalin and saline. 


test period into two phases. The first 
phase of reaction lasted 11 to 1§ min- 
utes, during which time the references 
were essentially those listed above as 
being found exclusively after mecholyl. 
During the second phase of reaction 
symptoms were reported describing 
trembling, shivering and palpitation. 


Moov 


There was a marked difference in the 
references reported concerning the 
mood after the injection of the three 
substances. After mecholyl twenty-four 
patients referred to feeling happy, silly, 
not depressed, while only two patients 
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referred to feelings of depression and 
worry. The total number of references 
to mood after mecholyl was $9. On the 
other hand, after adrenalin 12 patients 
had 47 references to worry, depression 
and anger while no references were 
made to a happy mood. After saline 
only one patient referred to feelings of 
depression. 


ComMMENT 


In the present study an attempt was 
made to secure an accurate account of 
subjective experiences from the same 
patient under varying conditions. Two 
stages in the development of our meth- 
od are described above. The first tech- 
nique made use of questions, but an at- 
tempt was made to keep the whole 
situation on a conversational, informal 

level. The second technique made use 
“of a series of short direct questions 
asked at two minute intervals. Al- 
though we believe the second technique 
is the more rigid, there is still a good 
possibility of variability in the stimu- 
lus. Differences in inflection, differ- 
ences in the timing of the individual 
words in each question might in some 
way afttect the response. These findings 
will be checked by mechanical speaking 
and recording devices which will pre- 
sent the questions in the same manner. 
This will also permit the recording of 
the inflection and the details of word 
grouping on the part of the subject. 
In the present study emphasizing the 
content of the response, we believe that 
the present method is adequate. The 
similarity of some of the responses in 
the same patient and in different pa- 
tients as obtained in the record would 
tend to emphasize the adequacy of the 
method. We believe that a well-con- 
trolled method of the type described 
above could be an adjunct to perform- 
ance and to projection tests. It is of 
interest that both techniques gave es- 
sentially the same results so far as the 


reference to symptoms and mood is 
concerned. 

Psychoneurotic patients, especially 
those with clinical features of anxiety 
neuroses are fit subjects for this type of 
research. First of all there is some clini- 
cal evidence indicating that psychoneu- 
rotic patients under stress complain of 
palpitation,changesin respiration, trem- 
ors, increased perspiration, overactivity 
of the G.I. tract. These observations are 
responsible for the concept that psy- 
choneurotic patients show “‘autonomic 
instability.”’ There is evidence 
from work on animals indicating that 
adrenalin is produced in states of rage 
or fear (74). Therefore, it was felt that 
interesting results might be obtained 
by injecting adrenalin or mecholyl in 
these patients to ascertain what effects 
an overwhelming dose of sympathetic 
and parasympathetic stimuli might 
produce. In this study no normal con- 
trols were used, the emphasis being 
placed upon the comparison of mental 
status obtained in the same individual 
during the experimental set-up. A simi- 
lar study on a series of so-called normal 
individuals is in progress. 

Most of the patients were diagnosed 
as having anxiety neurosis with or with- 
out other psychoneurotic features. A 
small group of patients are included 
whose diagnoses are hysteria, with anx- 
iety features. Every patient has had 
symptoms of anxiety. We did not think 
it would bewise at this stageof thestudy 
to make further subdivisions of this 
group along the lines of the presence of 
conversion symptoms, of hypochondri- 
acal trends or of phobias. At present we 
have the impression that individuals 
with anxiety phenomena occurring only 
in a certain situation respond in a dif- 
ferent manner to these drugs than do 
patients with anxiety attacks occurring 
unexpectedly and without demonstra- 
ble provocation. These data will be pre- 
sented in a subsequent communication. 
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We find that there are consistent dif- 
ferences in the records and that a saline 
record is easily distinguishable from an 
adrenalin record and from a mecholy] 
record in verbal structure, grammatical 
arrangement, the quantity and quality 
of the items reported. In this paper 
only the content of the communication 
is considered. Since our problem was 
concerned with the description of 
changes in subjective experience we at- 
tempted to bring about changes in the 
experience of the patients by using 
large doses of adrenalin and mecholyl. 
Myerson, Lohman and Dameshek (7) 
have shown that a small dose of mech- 
olyl may have different effects from 
those of a large dose, and Darrow (4) 
has shown the same for adrenalin. We 
were satisfied to produce in each in- 
dividual of our series a definite set of 
new experiences which would necessi- 
tate the use of various descriptive terms 
for verbal communication. 

Our records show that a person un- 
der the influence of mecholyl has more 
to say about subjective experiences 
than he does after the administration 
of adrenalin. The kind of references 
made fit in well with the responses de- 
scribed by Jersild (5) for adrenalin and 
by Myerson, Lohman and Dameshek 
(74) for mecholyl. In 1939 Kraines and 
Sherman (7) gave intravenous injec- 
tions of adrenalin to a series of psycho- 
neurotic patients and found a more 
fleeting response than that observed 
after intramuscular injections. They 
found essentially the same somatic ret- 
ences which we are reporting. Little at- 
tention was paid by previous observers 
to references concerning the mental 
status of the patient. Jersild (5) men- 
tions, however, that two out of six sub- 
jects after adrenalin spoke of a depres- 
sive coloring of their mood. Our results 
after adrenalin agree with the report of 
Jersild, but our observations after mech- 
olyl do not support Myerson’s state- 


ment that there are no changes in men- 
tal status following the administration 
of mecholyl. This may be due to the 
fact that the Meyerson report dealt 
with a group of psychotic subjects, 
most of whom had dementia praecox. 

The question may be raised whether 
or not the assumption that adrenalin 
and mecholyl atfect the autonomic sys- 
tem in opposite directions is justified. 
It has been pointed out that occasion- 
ally a response to adrenalin simulates 
that of parasympathetic stimulation 
while the response to mecholyl may 
simulate the symptoms usually occur- 
ring with sympathetic stimulation. In 
two patients we found after the injec- 
tion of adrenalin initial complaints 
about heat, particularly in the head, 
difficult breathing, and also of dizzi- 
ness. These symptoms were commonly 
reported after the injection of mecho- 
lvl. In most other patients, there was a 
coherent and uniform occurrence of a 
set of symptoms in which the leading 
complaints were trembling or shivering 
or palpitation or dry mouth. The fact 
that a fairly constant response was ob- 
tained in most of the patients after 
adrenalin would indicate that the effect 
was uniform and in keeping with the 
known overactivity of the sympathetic 
nervous system. Hence it is our im- 
pression that the adrenalin in the doses 
used gave a sympathetic nervous sys- 
tem response. 

On the other hand, after the injection 
of mecholyl we noticed an initial phase 
which in no instance showed the char- 
acteristics of stimulation of the sym 
pathetic nervous system. This period 
uniformly included complaints such as 
a heat wave to the head, salivation, 
dizziness, heart racing, and difficult 
breathing. After the 11th minute (sec- 
ond phase of the reaction) some pa- 
tients reported trembling, shivering 
and palpitation. These symptoms are 
typically reported after adrenalin and 
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may constitute a sympathetic compen- 
satory or rebound phenomenon as a de- 
layed response to a large dose of para- 
sympathetic stimulus. However, it is 
to be noted that no subject in this se- 
ries reported the symptoms of the sec- 
ond phase without having experienced 
the more typical mecholyl symptoms. 
If mecholyl in the doses used produces 
sympathetic effects, these effects do 
not occur simultaneously with the more 
typical parasympathetic ettects. It is 
possible that the references reported 
during the second phase of the mecho- 
lvl reaction account for the overlap 
ping of symptoms reported above. 


SUMMARY 


1) Intramuscular injections of ad- 
renalin, mecholyl (acetyl-B-methyl- 
choline) and saline solution were given 
to a series of forty psychoneurotic pa- 
tients on three different test days. The 
statements in response to specific ques- 
tions were grouped in terms of refer- 
ence to: 

Descriptions referring 
somatic sensations. 

b. Descriptions referring 
parts of the body. 

Descriptions referring to the emo- 
tional state of the patient (mood). 
The most striking symptoms re- 


to general 


to specific 


ported after adrenalin were heart 
pounding (7o per cent of the cases), 
trembling (s§ per cent), nervousness 
38 per cent), shaking of legs (70 per 
cent). 


3) After mecholyl the most frequent 


symptoms — were a sense of 


general heat (58 per cent), complaints 
about feelings of discomfort (57 per 
cent), dificult breathing (45 per cenit, 
fullness and warmth in the head (35 
per cent), perspiration 30 per cent), 
and dizziness (28 per cent). 

4) After saline there were certain 
vague references such as weakness (18 
per cent), feelings of relaxation (15 per 


cent), and sleepiness (13 per cent). 

5) After mecholyl, 24 patients (60 
per cent) referred to feeling happy, silly, 
not depressed. while only 2 patients 
referred to feelings of depression and 
worry. After adrenalin 12 patients (3c 
per cent) made references to worry, 
depression and anger, while no refer- 
ences were made toa happy mood. Aft- 
er saline only one patient referred to 
feelings of depre ssion. 


APPENDIX | 


Saline Experiment Patient No. 21 


Injection of tec. of .g normal saline 1123 


Doctor: Now | am going to give vou the 
medicine. 

Patient: Gosh, Dr. L.., I believe vou are giv- 
ing me adrenalin. 113 34-36 

Doctor: Yes. 

Patient: Golly, I teel a swooping feeling. | 


knew it. Isn’t that funny? I can feel it 
coming out of my legs and just swoop- 
ing up. 11°37 
Pll get the jitters right now. [ll bet I 
will. Oh Lord! My heart begins to beat 
fast, see? It’s not exactly like they come 
on but it makes a start like they do. It 
straightens right down here in my leg and 
makes me feel every minute like I was 
riding on a railroad train. 11338 
Doctor: (Yhe pupils are rather dilated) 
Patient: Dr. L.., 1 know I don’t need adrena- 
lin. | know I don’t need that, that just 
gives me a nervous jitter. 11239 
Doctor: (There is a slight amount of trem- 
bling). W ell, 
body now: 
Patient: 
got more 


how do you feel in your 
Nervous, slightly jittery. I have 
adrenalin flowing from my 
glands than you could give me, I believe. 
I think such a painful thing and . . 


11340 
Doctor: How are your spirits now? , 
Patient: What? 
Doctor: How are you in your spirits now? 
Patient: It hasn’t gotten up to the depres- 
sion yet. It’s working way up. Dr. L., 
do you want to see me take a pointe 
dive out of the window? 1341-42 
Doctor: What’s going on in your Bi now? 





beat 
‘ome 
o. It 
rand 
was 
1238 
\) 
rena- 
r just 
11239 
trem- 
your 


have 
n my 
‘| lieve. 


11240 


now? 

epres- 
yr. L., 
inning 
,41-42 
lnow? 


RESPONSE OF PSYCHONEUROTIC PATIENTS TO ADRENALIN AND MECHOLYL 243 








Patient: (no answer for 30 seconds). Sort of, 
it’s like being dizziness. 11343-44 
Doctor: How is it now? 
Patient: Just remains about the same. 
1124546 
Doctor: Have you felt this way before? 
Patient: Yes, I telt like this when I had to 
stop to have a spell come on. It feels like 


this but the depression hasn’t settled. 


down. Whether it’s like the phobia which 
causes the adrenalin or the adrenalin 
which causes the phobia | can’t figure 
out vet. It teels exactly like one of those 
attacks when it comes on, debunked of 
the depression. Starts exactly the way it 
does and acts exactly on my heart the 
way it does, has that same tingling the 
way it does, comes up my legs the way 
it does. 11247 
(The patient points to her knees and 
thighs when she speaks of the feeling 
coming up.) 
Yes, it comes from my thighs and knees 
like and my heart beats like it does when 
I have a very bad mental depression. 
11:45 

Doctor: How do you teel in your body now? 

Patient: Just shghtly nervous. Also my 
head feels shghtly nervous too. 11249 

Doctor: How are you in your spirits now? 

Patient: Sort of a neutral state. 11:50-S1 

Doctor: What's going on in your mind now? 

Patient: Nothing. | mean I am just, | 
haven’t any particular worry on my 
mind right at present, just chance things, 
people passing in the halls and conversa- 
tions thev have. 11°$2 

Doctor: Can you say it a little louder? 

Patient: Just a passing conversation. 

res 

Doctor: How ts it now? 

Patient: It’s just the same. I don’t like the 
feeling it gives my head, Dr. L. It gives 
me a slightly dizzy feeling like | am going 
to lose my mind, like... I notice the 
slight ... Oh, Dr. L. 112$4-5§ 

Doctor: What? 

Patient: | think that’s what it is. | havea 
slightly dizzy feeling. It goes with my 
phobia that my mind ts leaving. I also 
feel | am misplaced. I should be taking 
notes instead of being the patient. That 
is my occupation in life. (laughs) 11256 


Doctor: How do you feel in your body now? 
Patient: Still nervous, just jittery. 11:57 
Doctor: Well, how are you in your spirits 
now? 11:§8 
Patient: Vhey are just the same. You 
should have taken me yesterday when | 
had a terrible day, depressed all day, just 
wild, still slightly depressed. I am not 
quite out of it. 11359-1220 
Doctor: What's going on in your mind now? 
Patient: Just ordinary business (laughs), 
ordinary routine, but | very well feel that 
feeling. | have felt this feeling many 
times when I have had feelings of mental 
depression. The first feeling is practically 
identical, | should say. There is this feel- 
ingofmy.. 


' . Lam just not exactly my- 
self. I feel like this feeling, you know, this 
sort of scared feeling. You know what it 
is like. Oh goodness! I have one of those 
feelings like it might be hard to concen- 
trate if | had to, shghtly depressed. 
12:01 


te 


Doctor: How is it now? 

Patient: Just a teeling like it might be very 
hard to concentrate if I had to. 

12:0 

Doctor: How do you feel in your body 

Patient: Stull slightly jittery. 

Doctor: Well, and how are you in your 
spirits? 

Patient; Just the same. 12:05-06 

Doctor: What's going on in your mind now? 


O4 


Vw 


Patient: Ordinary routine things. 
12.07-08 
Doctor: How is it now? 
Patient: Just the same, doesn’t change. 
12.09-I1 
Doctor: How do you teel in your body now? 
Patient: Stull slightly tingly. 
Doctor: Well, how are you in your spirits 
now: 
Patient: They still remain the same. 
Doctor: Pardon? 
Patient: Vhey still remain the same. 
iS.2i-i12 
Doctor: What’s going on in your mind now? 
Patient: | was thinking of what you said 
about the, I was thinking about the in- 
formation you gave me about my phobia 
just then, translated from one to the 
other, wondering how that operation 
would take place. If I could satisfy my- 
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self about that I would feel more com- 

fortable, I think... 12213-15 
Doctor: So, could you give us now a sum- 

mary of how you felt this last period? 
Patient: You mean from the beginning? 
Doctor: Yes. 
Patient: Just sort ot a trembling here, nerv- 
tension starts from. the 
thighs, comes up and settles right here, 
just exactly like those feelings do when 
I begin to have a wave of mental depres- 
sion. It goes up and pretty soon I begin 
to feel a bit giddy. Usually on top of this 
comes this state of mental depression 
but that hasn’t appeared vet. 12:18 


ous comes, 


Patient No. 27. 
9-24-37. 


11.0! 


Adrenalin Experiment 


Injection ot 1 cc. of Adrenalin. 


Doctor: Well, let’s get on with it. 

Patient: Dr. C. is a nice doctor. I think he 
is a most charming person. He parked 
me in here and never even came in here 
and said, ‘‘How do you do,” never even 
came in at all. 

That never bothers my arm. 
Doctor: How do you feel in your body now? 
Patient: Hot feelings, just, gosh. That 

makes me intensely nervous. Just a hot 

feeling. 

(Patient breathes rather forcibly.) 

Just spasmodic trembles all through my 

chest region. 11305 

(There is a marked gross tremor of the 

hands, pallor of the face.) 

It makes my teeth chatter, sort of. * 

11:06 

Doctor: How are you in your spirits now? 

Patient: Oh, gosh, | am all taken up with 
all this tremoring. Gosh, I have got a 
terrible jag on .. . [am shaking all over. 
(There is a marked gross tremor of the 
whole body, including the jaws.) 

That’s very nerve wracking if you want 

to know. 11:07 
Doctor: What's going on in your mind now? 
Patient: Well, | am not depressed, strange 

to say, with all this jittery feeling. 


11:02-04 


11:08 
I don’t mind the jittering just so I don’t 
get depressed. I could stand lots of jit- 
ters. This leg seems to be nerved up, just 
jitters, jitters (points to right thigh), 


just goes. Do you see that? You see how 
that is going fast as it can? My goodness! 
Gosh, this is about to get me off of here, 
isn’t it. Lord, Dr. L., feel it? Do vou feel 
that? 11:09 
(There is a marked tremor of the leg 
muscles also.) 

Hot and I am breathing fast. 

Doctor: How is it now? 

Patient: Oh, | guess it’s one ot those spells 
where nervous ladies call for air. I am 
suffocating positively. I feel like 1am on 
a railroad train or something. Well, when 
I have a swooper, | teel like this a little 
bit but not quite. Gosh, Dr. L., you 
ought to have something better than 
this. 1110-11 

Doctor: Have you telt this way before? 

Patient: Well, | have felt like this a little 
bit when I have those sweeping feelings 
come on but not quite so extreme. | am 
miserable | am so hot. However, | am 
not mentally depressed some way or 
other. This is most violent isn’t it? 


Doctor: It varies. 
Patient: (laughs) Oh, for heaven’s sakes, 
how is this for a jitter? It’s a hot one. 

Il.14 
Doctor: How do you teel in your body now? 
Patient: | feel the jittering is kind of stop- 
ping now. Here it comes though. I feel 
like I have had a long race and need air. 
L1215-16 
Doctor: How are you in your spirits? 
Patient: They are coming down. I need 
something to put them up. I don’t like 
these down feelings. 11:17-18 
Doctor; What's going on in your mind now? 
Patient: Oh, | am thinking about my little 
boy. 
(The patient cries, she covers eyes with 
arm, seems her own 
thoughts.) 1121g-20 
Doctor: How 1s it now? 
Patient: (no answer) 


absorbed — in 


it. 21-22 
Doctor: How do you feel in your body now? 
Patient: 1 teel shaky. You tell (patient 
mumbles thirteen words in a low tone). 
1123-24 

Doctor: How are you in your spirits now? 
Patient: Not so hot. They are very de- 
pressed anyway, horrible. 11:25-26 
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Doctor: What’s going on in your mind now? 
Patient: | was thinking about taking a nice 
dive off some nice high building if I felt 
like this all the time. 11:27-28 
Doctor: How is it now? 
Patient: My heart is beating tast. 
1129-3 
Doctor: How do you teel in your be dy now? 
Patient: My heart is still beating fast and 


| am worried. 113 31-32 
Doctor: How are your spirits now? 
Patient: They are still worried. 1123334 


Doctor: What’s going on in your mind? 
Patient: Just how miserable I do feel. 
11235—36 

Doctor: How is it now? 

Patient: Miserable. 11237-38 

Doctor: How do you teel in your body now? 

Patient: It’s gotten shaky, right nervous 
I feel. 11. 39-40 

Doctor: And how are you in your spirits? 

Patient: Down. 11341-42 

Doctor: And what’s going on in your mind? 

Patient: How devilish I do feel. 11 43-44 

Doctor: Well, now will you give us a little 
summary of this hour? 

Patient: This one started with violent 
trembling, didn’t it? Violent trembles and 
rapid beating of the heart, depressed 
spirits resulted from it. 

Doctor: Was the depression more marked 
than usual? 

Patient: No, it wasn’t unbearably so but it 
was quite marked. 11246 

Doctor: You spoke of jumping down from 
a house. You felt pretty rotten? 

Patient: Yes, pretty rotten. 

Doctor: Would you say you felt this hour 
more rotten than when vou came down? 

Patient: Yes, sure. 


Mecholvl Experiment Patient No. 27. 


, 
d-2 


-25-3/7: 

Injection of 25 mgm. of mecholyl. 12:41 

Patient: | don’t teel like I need anything. 
It’s all in the cause of science. 
Doctor: And in your own cause. 

Patient: Yes. Do | imagine this or are my 

ears beginning to burn? | don’t know if 

| imagine it or not. Maybe that is a 

phobia coming on (laughs). This one 

goes up here and makes my heart beat 

fast and also my ear burns, slightly 


smothering sensation. It certainly does 

effect my ears somehow. 12°42-43 

(The pupils are fairly large.) 

I think I have a fever. I have a bad cold 

or something. I don’t think this is so 

hot, do you? Mercy, I’ve got asthma. 
12°44 

Doctor: What? 

Patient: It makes me feel like I have 
asthma. 

(Patient breathes forcibly.) 12:45 
Tears are coming into my eves, I can’t 
restrain them, not depression but kind of 
a... I’ve got a bad cold. Excuse me, | 
just can’t help it. (Laughs, blows nose 
repeated| y.) 

(There is no perspiration so far.) 

Patient: Yes, | am perspiring. 
(Perspiration only on face.) 

I can’t breathe. 

Injection, 25 mgm. of mecholy] finished. 

; 12:46 

Patient: | believe this is a severe inocula- 
tion for a cold. 

Doctor: How do you feel in your body now? 

Patient: | never notice that. It’s just my 
head, my head and the torsal regions, hot 
and perspiring. I can’t breathe good. Oh 
my Lord! 

(Patient sighs, wipes her forehead and 
eves.) 

I’m getting hot all over. It’s getting very 
warm. I’m going to pull off my bathrobe. 
It’s just too hot, miserably. 12:47-48 

Doctor: How do you feel in. vour spirits 
now? 

Patient: They feel just the same except 

that I can’t breathe very well. I feel 
like I have got a bad cold. 1 am getting 
wet all over. | have got a bad cold and 
got indigestion right in here. = 12249- 
(Patient points to sternum and moves 
around on bed.) 
I should say so. | am just getting soaking 
wet all though here. Well, that’s a hot 
one. The idea of giving me a hot shot 
like that. (laughs) It effects my heart. 


Doctor: Well, what’s in your mind now? 
Patient: Vrving to breathe, to concentrate. 
(Patient breathes very deeply.) 
i262 


I have got a very bad cold, a deep cold. 
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e. (laughs) 
forehead, 


I declar 
(Patient rubs 
again.) 

I am getting cold. I feel like I had an 
attack of flu or something. Still per- 
spiring, kind of shaky too. 12353 


covers herself 


Docter: How is it now? 
Patient: It simulates a bad cold, look at 
all the shakes that go with it, a cold 


perspiration. Nervousness comes with it. 
(Looks at her pajamas.) Look there and 
see if my back is wet. 12°64 
Doctor: A little not much. 
Patient: Gosh it is soaked. | am just wring- 
ing wet here. | am a little nervous but it 
doesn’t depress. I mean I don’t feel ex- 


actly depressed, just nervous. 12:55 
Doctor: There is some shaking now. 


Patient: 1 think | can do without these 
nerves too. 
Doctor: Have you felt this way betore? 
Patient: No, | don’t think I have, not 
much. | have felt perspiration that would 
just come on sort of with one of these 
jittery feelings you produced yesterday. 
When I get a jittery feeling I will begin 
to perspire but not profusely. It simu- 
lates a very much worse one. | didn’t 
mind the jitters much but when the de- 
It | have 
one of these jitters | would rather have 
this one or the one you gave me yester- 
day. Let’s don’t have that one. Those 
two you gave me yesterday and the 
first one you gave me here. Those were 
the roof-jumping kind. 12: 56-57 
Doctor: (The roof-jumping kind? Oh, ves.) 
Well, how do you feel in your body now? 
Patient: \t’s very calming down a little bit. 
I am relaxing here better in this very 
constricted area (smiles). 12:55-§9g 
What is the best kind of a phobia to have 
I am going to ask One where a 
patient goes way up and sings and hol- 
lers and has a good time and is way down 
having hysterics the next thing, or an 
even phobia that just goes along the 
same old way every day—one of that 
kind that just goes along in an ordinary 
kind of manner? I never did have hys- 
teria in my life, and I can’t understand 
that to save my life. 1:00 
Doctor: How are your spirits now? 


pression comes settling over. . . 


you? 


Patient: They feel pretty good. Yes, they 
feel pretty good. | wouldn’t say hilarious 
but this wouldn’t be a bad gland to re- 
tain, would it? Just if you did not operate 
too profusely. 1:0] 
(Patient seems to be very cheerful.) 

Yes, | believe I like this serum all right. 
This medicine does very well. This is a 
more normalizing affair I do_ believe. 
After the first spasm is over it is pretty 
good. (1 aughs) 

Doctor: Well, what’s going on in your mind? 

Patient: Right that minute? | was just 
looking at that hole in that bathrobe and 
thinking the hospital needed some robes. 

1:03 
I didn’t take my cod-liver oil this morn- 
ing. You didn’t want me to, did you? 

Doctor: No. | thought better not. Well, how 
sitnow? 1:04 

Patient: It’s all right. I feel very normal. 
What makes people’s minds go on vaca- 

tion, Dr. Lindemann, tell me? 

Doctor: Well 

Patient: Go scurrying around in peculiar 
places. I feel a hi ttle bit dizzy. 1:06 


1.02 


Doctor: How do you feel in your body 
otherwise now? 
Patient: My body feels all right. I just 


thought for a minute it affected my eves 
slightly. It does. Gosh, now this is the 
feeling | get when I have one of those 
things come on and my eves bother me. 
It’s bothering my eves just a wee bit, 
blurring a little bit. Yes, | have had all 
these feelings before, every one you have 
stimulated in combination or 
somehow or other. 1.07 
Anyway they didn’t make a good com- 
bination. And it seems, you know that 
since | have been having this nervous 
fit that this blind eve bothers me more 
than the other one. The reason | haven't 
been reading very much lately is that 
this eye bothers me. It seems strange be- 
cause you would think that what you see 
out of the other one would bother you 
more than what you don’t see out of this 
one, sort of blurs. Would a nervous at- 
tack affect your heart? 1:08 
Doctor: How are your spirits now? 
Patient: Well, they feel pretty good, don’t 
feel bad. 1:09 
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When these nervous attacks first come 
on and they were real bad I would seem 
to separate my brain from my nerves and 
see which reaction came from it. | wasn’t 
depressed at all when these things start. 
They just came right on and my mind is 
pertectly clear and not depressed or any- 
thing and when they get to a certain 
point then comes this depression after- 
wards. It is most peculiar | think, but 
it is always preceded by one of these 
things. It settles down for awhile. But, 
oh gosh, I just think here comes another 
one and sure enough, on it would come. 

i380 

Doctor: What's going on in your mind now? 

Patient: This attack, these attacks, and I 
was wondering if this jittery thing would 
bring as a reaction a depression. 

Doctor: Vhat is just what we are trying to 
find out. 

Patient: \f it would be as a reaction, this 
depression, or whether it would not—I 
can’t quite make out. It seems like a 
thing like that. The first attacks are more 
clear-cut but afterwards when you have 
so many it’s hard to differentiate between 
what’s nervousness and what’s a de- 
pressed feeling. People understand that. 

1:10 
However, the real bad- attacks I don’t 
have now, I mean I haven’t been having 
those since I came up here. It’s settled 
down now so that I wake up in the morn- 
ing with just a gnawing depression, just 
wake up and feel just down kind of but 
in the beginning that always started 
with one of these kind of things. I de- 
clare I believe that must bring on depres- 
sions. 1:12 

Doctor: Well, how ts it now? 

Patient: \t’s feeling all right now. I thought 
one time —I know it seemed silly—but 
whenever I started to go down to hospital 
at Statesville I told Dr. ——- it ought to be 
helpful if | would graph these things for 
him, the hours when they came on and 
everything. He wasn’t interested and so 
I didn’t make a graph. rs 

Doctor: 1 think it would help. 

Patient: 1 do too. 1 could sort of show the 
acuteness of the attacks and how long 
they last and they said, ““That’s absurd, 
perfectly absurd, they never heard of 


, 
~ 


anything so silly in all their lives,” just 
laughed at me. Even if I hadn’t these 
horrible spells myself I am interested in 
them, to know how they work out just 
the same. | like to know what I have got 
and where I have got it and somebody 
else might be benefited by it just the 
same. 1:14 
Doctor: How do you feel in your body now? 
Patient: | expect I feel just a trifle shaky, 


just a little bit shaky. Be 
Doctor: And how are you in your spirits? 
Patient: They are normal. 1:16 


This is still affecting my eye just a little 
bit or either it’s affected anyway, I don’t 
know. 1317 
Would these serums react differently if 
you felt differently on different days, for 
instance, if you felt depressed on a cer- 
tain day, would they have a different 
reaction than they would on days when 
you did not feel depressed? 1318 

Loctor: \t is possible but it hasn’t been 
studied. What’s going on in your mind 
now? 

Patient: | was thinking about these things. 
I can think about them by the hour, just 
concentrate. See, I just concentrate on 
them, that’s about what I do concentrate 
on to the exclusion of everything and 
everybody and I had better get out of 
the habit of it pretty soon and concen- 
trate on somebody else. Do you consider 
it beneficial or harmful to exchange 
symptoms with other patients? Ili1g 

Doctor: 1 think it’s all right. 

Patient: Well, you know you are a psychia- 
trist and you know darn well a bunch of 
women are going to talk about something 
and when they have nothing in common 
they are going to talk about this. And 
when you come around and say you 
didn’t discuss such and such a symptom 
with somebody, you know damn well 
they did. You know women are that 
way. | am not saying for the rest of them 
but for myself, I know I do. It’s fine to 
have somebody to talk them over with 
because the family aren’t interested 
when you go home and it’s just not a 
subject or an afternoon bridge party I 
wouldn’t say. 1:20 

Doctor: How is. it now? 

Patient: Just feels normal. 1:21-1: 
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Doctor: And how do you feel in your body? 

Patient: \t feels very normal. My spirits 
feel just the same. I’m not stimulated or 
depressed, normal for the time. 1323 

Doctor: Well, how are you in your spirits 

1.24 

Patient: Vhey are still normal. | was won- 
dering, what made all that do you sup- 
pose? Notice all that and on my arms and 
face it’s the same, too. It’s just been 
broken out. 

Doctor: There is a very interesting skin re- 
action of small papilla eruption. 

Patient: It didn’t come from this treatment, 
it’s been there. I just wondered if nerves 
could cause that. Could that be it? 

Doctor: 1 wouldn’t be sure. , 1:25 

Doctor: Well, and what’s in your mind? 

1:26 

Patient: 1 am just still thinking about these 
serums. It’s a peculiar state that I have 
found myself in. 1327 

Doctor: Well, will you give us a summary 
now of this last period? 

Patient: What? 

Doctor: Will you give us a summary of 
what has happened? 

Patient: Well, 1 should say this was char- 
acterized by a sort of a burning sensation 
in-—-what would you call this region here? 

Doctor: In the region below the ears. 

Patient; And by a profuse perspiration and 
tears and constricted breathing and 
finally subsided, leaving not an unpleas- 
ant condition. 

Doctor: How were your spirits in this hour? 

Patient: They were normal. 

Doctor: Better than usual or 
same? 

Patient: They just stayed about the same, 
[ think, normal for this period of my life. 

Doctor: And your thoughts, were they the 
same? 

Patient: They became very much absorbed 
with the test. 1:28 

Doctor: And what would you say if you 
compare all the six tests, could you de- 
scribe them? 

Patient: Yes, 1 think I could. The first one 
was something very unpleasant. The 
second was rather soothing, I think; the 
third was unpleasant; the fourth was 
extremely unpleasant, and the fifth was 
neutral and this one was, I should say, 


now? 


about the 


slightly stimulating, wouldn’t you? 

Doctor: And if you had to choose any one 
of them? 

Patient: | think that the number two would 
be about the best. As | remember it, two 
was rather soothing. 

Doctor: Vhe most impressive? 

Patient: Vhe last one | had yesterday. 
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CARDIOVASCULAR LESIONS OF PROBABLE PSYCHOSOMATIC 
ORIGIN IN ARTERIAL HYPERTENSION 


Epwarp Weiss, M.D.* 


rHERE HAS LONG BEEN discussion as to 
whether emotional factors cause or 
even influence “organic’’** disease. This 
is especially the case in regard to car- 
diovascular disease. Many physicians 
take it for granted, for example, that a 
psychic event may precipitate coronary 
occlusion. The proof that is advanced 
is usually only on the basis of a time 
relationship, that is, it is pointed out 
that just before the occlusion occurred 
something of an emotional nature hap- 
pened. Opponents point out that every- 
body is subject to emotional stress; 
they insist on the greater importance 
of the physical changes and minimize 
emotional circumstances as purely co- 
incidental or at most of having slight 
influence. 

The debate if stated’in these terms 
can never be settled, because it over- 
looks the structure of the personality 
and the reaction of the whole organism, 
which is at the same time both physical 
and mental. A person with physical dis- 
ease, though its apparent “‘cause’’ may 
be an external agency of some kind, is 
likely to be affected emotionally as 
well. Emotional crises may have an in- 
Huence on the progress of the illness, 
and psychiatric intervention may has- 
ten convalescence or retard degenera- 
tive processes. On the other hand, a 
burden of repressed anxiety, resulting 

* From the Department of Medicine, Temple Uni- 
versity Hospital and Medical School, Philadelphia. 

** “Accurately speaking all disease is ‘organic’ so 
the adjective is superfluous, but the present day 
medical colloquialism is so much used that it seems 
hardly worth while to change the wording throughout. 


See statement of editorial policy “ this journal, Vol. ¥ 
page 4, January, 1939." Fditors. 


in prolonged muscle tension or other 
bodily changes, may place too heavy a 
strain on some organ or organs, which 
in time develops a disorder that is diag- 
nosed as functional. Such a case, if 
taken in time, may be rendered symp- 
tom-free by adequate psychiatric treat- 
ment. Whether the activating agent be 
physical or mental, the disease process 
itself has both aspects. The mere dis- 
covery of unpleasant circumstances in 
the life situation of an individual is no 
indication of emotional complications 
and still less of psychogenesis of the 
difficulty. As Dunbar(2) has stated, 
the significant questions concern the 
patient’s ability to adjust to such situ- 
ations, his pattern of reacting to them, 
the degree of anxiety in his make-up, 
the nature and seriousness of his con- 
Hicts, and his physical defects and pat- 
terns of physical behavior. 

The following cases are not presented 
with any purpose of throwing light on 
the somewhat irrelevant controversy of 
physiogenesis es. psychogenesis, but 
to illustrate that in many cases of dis- 
ease ordinarily diagnosed in its physical 
aspects only, psychological study is of 
the greatest clinical importance. A neu- 
rotic patient who has cardiac symp- 
toms but a normal heart may suffer a 
great deal subjectively and may even 
have a disturbance of the cardiac func- 
tion, marked by various forms of ar 
rythmia and cardiac pain. Whether 
these conditions may in time produce a 
structurally damaged heart is not a 
question to be discussed now. But the 
patient with organic heart disease who 
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is also neurotic may add a real burden 
to the work of his heart through con- 
stant tension or acute emotional epi- 
sodes and thus hasten a cardiac break- 
down. Dunbar (3?) and Wolfe (9) have 
called attention to the fact that the 
psychic factor may be even more im- 
portant than the physical factor in pro- 
ducing incapacity in patients with car- 
diac disease. 
HyPeRTENSIVE ENCEPHALOPATHY 

1) A white man of 7o had been aware 
of hypertension for the past ten or 
twelve years at which time he had been 
refused life insurance. There were no 
special symptoms, however, and he 
stated that he had not been much con- 
cerned about it until two years ago when 
he felt a pressure on the top of his head 
and his physician discovered his blood 
pressure to be quite high. About one 
vear ago he began to have attacks of 
unconsciousness. The first one occurred 
in April, 1938, since which time he has 
had four such attacks at intervals of 
about four months; all but one, which 
is the subject of this report, have oc- 
curred at night and have been de- 
scribed by his wife as follows: The pa- 
tient utters a peculiar cry, begins to 
breathe heavily and then draws up his 
forearms flexed at the elbow in a spastic 
manner. There are no clonic convulsive 
movements, deviation of the eyes or 
changes of color. The patient has never 
bitten his tongue. The attack lasts 
about ten minutes. On each occasion a 
physician has been called who has ad- 
ministered a hypodermic. Following 
the attack the patient is exhausted and 
must lie in bed for from one to three 
days. 


Past history has been essentially nega- 
tive. He has been constipated for many 
years and has always required laxatives or 
enemas. He smokes moderately; he for- 
merly took an occasional drink. When he 
was 40 he married a woman of 35; his wife 


has never been pregnant. He has never had 
venereal disease. 

His father lived to the age of 8o and died 
as a result of a “‘stroke;” his mother died at 
77 of “dropsy.” The remainder of the fam- 
ily history is negative. 

The patient does not complain of 
headaches, vomiting or visual disturb- 
ances. He occasionally becomes dizzy 
on bending over and also complains of 
occasional fatigue at the end of the 
day. There has been no impairment of 
memory or intellect, or any emotional 
instability. He has never complained of 
weakness or paresthesias of the limbs. 

The patient states that he has al- 
ways been a hard worker. His father 
Was a very conscientious person and the 
patient feels that in this respect he re- 
sembles him. He has been a meticulous 
person since childhood and has always 
been afraid of making a mistake or 
gaining the disapproval of others. In 
his work as a druggist he was always 
apprehensive and very cautious lest he 
make a mistake in filling out a prescrip- 
tion. He devised a method of checking 
up on mistakes by having two people 
go over each prescription. Despite this 
fact he has frequently left his bed at 
night to go downstairs and check up on 
a prescription that had been filled dur- 
ing the day. On the surface he appears 
to be reserved and calm, but according 
to his wife,. “he boils inside of himself.” 
His ordinary cautiousness has been in- 
creased during the last eight years fol- 
lowing the death of his partner, when 
the entire responsibility of protecting 
the store devolved upon him. He has 
been very careful about protecting the 
rights of his partner’s widow and seeing 
that she received an adequate income. 
Since the onset of the present illness 
the patient has withdrawn from the ac- 
tive management of the store and has 
tried to control his usual tendency to 
worry about things. 

The particular attack which forms 
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the basis of this report occurred in 
January, 1939. He was sitting in a chair 
reading a newspaper when the attack 
occurred. According to the patient, he 
had been reading an item concerning a 
woman pharmacist who had made a 
mistake in filling a prescription, caus- 
ing the death of a patient. The attack 
which followed was different from the 
previous ones in that it was much more 
violent and the patient became rigid 
all over. When he emerged from the 
original spastic condition he became 
“delirious” and kept repeating, “I 
didn’t do it,” as if he were protesting 
against having done something. He in- 
sisted on sitting up and struggled when 
the doctor tried to get him to lie down. 
He does not recall anything until he 
found himself upstairs in bed un- 
dressed. The attack was so severe that 
the attending physician thought the 
patient would die. 


Physical examination. Vhe patient was 
a well preserved, well nourished, white man 
of 71. The blood pressure varied from 180 
to 200 systolic and 96 to 110 diastolic. 
The heart seemed normal in size and posi- 
tion. There was a slight systolic murmur 
at the apex and in the aortic area but no 
thrill. The lungs were clear and resonant 
throughout. The abdominal examination 
was negative and the genitals normal. The 
rectum and prostate were normal. The 
extremities were normal. 

Neuropsychiatric examination.’ ‘Vhere 
was no intellectual impairment, disturb- 
ance of memory or evidence of emotional 
instability. He appeared to be rather difh- 
dent and pleasant in his manner and there 
seemed to be a very agreeable relationship 
between him and his wife. Station and gait 
were normal. There was bilateral arcus 
senilis. The visual fields were grossly nor- 
mal; there was no nystagmus, ptosis or 
strabismus. The masticatory and_ facial 
muscles were normal. Hearing was normal; 
there was no lateralization on performing 


' | am indebted to Dr. Paul Sloane for the neuro- 


psychiatric examination and notes on this patient, 


the Weber test; the Rinne was negative. 
There was no palatal drooping or weakness 
and the tongue was protruded in the mid- 
line. 

There was no ataxia or cerebellar asyn- 
ergy. Coarse tremors were present in both 
outstretched hands. The deep reflexes 
were hyperactive on both sides, but more so 
on the right. The cremasteric reflexes were 
diminished bilaterally and could be elicited 
only upon reinforcement. A bilateral Ba- 
binski sign was present. The right foot was 
slightly everted; there was no evidence of 
weakness in any of the limbs. Sensibility 
was intact in all modalities. No spinal 
tenderness or limitation of movements of 
the spine. 

The eye-ground examination showed a 
moderate degree of retinal arteriosclerosis 
of the hypertensive type; the disc margins 
were clear and distinct; there was no evi- 
dence of retinitis. 

Ordinary urinalysis was normal except 
for a very faint trace of albumin and the 
Addis count was within normal limits. 
Renal function as measured by the urea 
clearance test was normal. The electro- 
cardiogram was normal except for an oc- 
casional ventricular extrasystole. X-ray of 
the skull showed no evidence of abnormal- 
ity. Dr. Sloane suggested “that the attacks 
were a subcortical type of convulsive sei- 
zure in which the clonic movements of 
epilepsy are replaced by a spasticity of the 
limbs. In view of the hypertension, the 
recurrence of the symptoms over a period 
of a year, without any progressive increase 
in severity or frequency, and the bilater- 
ality of the pyramidal tract signs, we are 
dealing with a multiplicity of lesions, prob- 
ably vascular in nature (hypertensive 
encephalopathy). An expanding lesion can 
be ruled out fairly definitely.” 


An interesting aspect from the psy- 
chosomatic point of view is the nature 
of the third attack which the patient 
had in January. The patient obviously 
has an obsessive type of personality 
and it would seem that reading the 
news item in the paper aroused his anx- 
iety to such an extent as to produce 
some somatic change which was in the 
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nature of a cerebral vascular spasm. 
That the attack was accompanied by 
anxiety is revealed by the subsequent 
delirium and restlessness in which the 
patient apparently protested that he 
had not committed the crime which he 
had read about. 


2) A young white man of 29 was first 
referred to the Temple University Hos- 
pital on the service of Dr. W. Wayne 
Babcock, December 12, 1936. 

The diagnosis was acute gangrenous 

appendicitis which was proved at op- 
eration. The blood pressure during spi- 
nal anesthesia gradually descended 
from 140,78 to 86 48. The patient later 
reported that he had been “‘scared to 
death of the operation,” that he knew 
it was a “pus appendix” and that he 
was fearful that peritonitis would de- 
-velop. Ten days post-operatively a 
note on his record stated that he 
‘seemed somewhat hysterical.” The 
blood pressure had been normal and the 
general physical condition seemed sat- 
isfactory so that he was discharged on 
December 24, 1935. 

The same evening he felt dizzy, be- 
came delirious and had to be restrained. 
“The following morning he reported 
that he was blind in both eyes.” He 
was sent to the psychopathic ward of 
the Philadelphia General Hospital 
where he remained for three weeks. 
There, according to his later statement, 
he was treated for “high blood pressure 
and uremia.”’ From their records it was 
noted that he had reported that when 
he came home from the Temple Uni- 
versity Hospital he developed pain in 
the suprapubic region which extended 
into the testicles, which was terrible 
“it made me almost hysterical.” He 
woke up unable to see and became very 
agitated. At the hospital he had audi- 
tory and visual hallucinations in which 
he saw funny faces and men teasing 
him. He cried a great deal and was rest- 


less and noisy at times. On discharge 
from the Philadelphia General Hospital 
at the end of three weeks he reported 
that he was so weak that he was unable 
to walk. Because of this weakness and 
nervousness he was readmitted to Tem- 
ple University Hospital on February 
11, 1936. 


Emaciation was pronounced. There was 
apparently increased pigmentation of the 
face and neck and possibly some stare. The 
skin was warm and moist. There was con- 
siderable muscle weakness especially of the 
shoulder girdle group and muscle twitch- 
ings were quite evident. The blood pressure 
during this stay in the hospital varied be- 
tween 160/180 systolic and 110/120 dia- 
stolic. There was no evidence of thyroid en- 
largement. The heart seemed normal in 
size; the aortic second sound was accentuat- 
ed. The eve-ground examination showed 
evidence of an acute vasospastic retinitis 
without organic sclerosis (Dr. Gibson). The 
nasal retinal arteries were especially con- 
stricted. The temporals showed moderate 
attenuation. There were a few hemorrhages 
and exudates in the right retina and many 
in the left. The spinal fluid examination 


showed an initial pressure of 10 iam. of 


mercury. The fluid was clear and no abnor- 
malities were detected. From a neurologi- 
cal standpoint it was suggested that the 
patient might be suffering from an acute 
disseminated encephalomyelitis. A psy- 
chiatric examination at that time found 
the patient well oriented and suggested 
that he had previously suffered from an 
organic delirium. 

The urine examination showed no al- 
bumin although there were occasional 
hyaline casts. Renal function was normal. 
The blood count showed a moderate degree 
of secondary anemia. All blood chemical 
studies including glucose tolerance were 
within normal limits and the basal meta- 
bolism was plus 6 per cent. 


During this stay in the hospital op- 
portunity was afforded for a more satis- 
factory history. We were told that he 
had been a healthy child, nursed until 
one year and then was very difficult to 
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wean; he would not eat and lost much 
weight. He had diphtheria and scarlet 
fever in childhood from which he made 
a good recovery but otherwise had no 
serious diseases until the present illness. 
Since about the age of 16 he would get a 
“bilious” headache about once a month 
unless he “warded it off” with a laxa- 
tive and reported that his father had 
suffered from the same kind of head- 
aches. 

He completed the eighth grade of 
school. He married at the age of 20. 
His wite had two children, one of whom 
died in infancy and the other is living 
and well. 

His father suffered from valvular 
heart disease and his paternal grand- 
father died of a stroke after the age of 
60. The mother has gall bladder disease 
and the maternal grandfather died of 
uremia. The patient is the oldest of a 
family of six and there is nothing re- 
markable in the medical history of his 
brothers and sisters. None of them has 
hypertension. 

After his discharge from the hospi- 
tal he was carefully followed by his 
physician who records that the blood 
pressure gradually diminished from 

110 to 130 88. This last reading 
was obtained on May 22, 1936 after the 
patient had returned to his job as truck- 
driver in a large concern, and had been 
working for about a month. Mean- 
while, his weight had increased from 
114 to 1274 pounds and he felt very 
well. 

On May 28, 1936 at 4 P.M. he wit- 
nessed an automobile accident and al- 
though no one was injured the patient 
became terribly excited over “what 
might have happened to some children 
who were playing in the path of the 
truck.”” He “knew that he would get 
sick again,” and after a few hours of 
restless sleep he awakened with ab- 
dominal pains, nausea, vomiting and 
diarrhea, (Later his physician reported 


1§c 


that the first illness, that is, the appen- 
dicitis, had begun similarly —‘‘like gas- 
troenteritis with diarrhea.’’). Nausea 
and vomiting continued and also the 
diarrhea. Sleep was restless and fitful 
and on June 2nd the patient reported 
blindness on awakening but there was 
no evidence of this when examined by 
his physician later in the day. 


Abdominal examination was negative 
but the blood pressure was now 160/100. 
That night he developed convulsive sei- 
zures. By midnight he was mentally clear 
but the blood pressure was 190/110. He 
was readmitted to the Temple University 
Hospital on the service of Dr. Charles L. 
Brown on June 3, 1936. On this admission 
the blood pressure taken four times daily 
for a week, remained constantly at 200-210 
systolic and 140-160 diastolic. There were 
almost no fluctuations. Even during sleep 
the blood pressure on several occasions was 
found to be 175/125. Weakness, however, 
was not so pronounced as before and there 
was nothing to indicate a neurological dis- 
order as had been suggested on the previous 
admission. The temperature on occasions 
was slightly elevated to 99.4; the pulse 
varied from go to 120 and the leukocytes 
varied from 15,800 to 22,450. Sedimenta- 
tion time was 10 mm. and the other labora- 
tory findings were within normal limits. 
Now the eye-ground picture was stated to 
be acute vasospastic retinitis with arter- 
iosclerosis grade I; but the functional 
(spastic) element was still the predominant 
feature. There were some retinal 
where previous exudates had been. 


scars 


Psychologically (Dr. O. S. English) 
it was found that the patient had been 
sleepless and restless ever since wit- 
nessing the accident, whereas previ- 
ously he had always been an excellent 
sleeper. He keeps recalling the accident 
and thinks how “‘terrible’’ the conse- 
quences might have been. Dr. English 
suggested that it was obvious that in 
this patient there was a great deal of 
unconscious anxiety which, following 
operation, had resulted in a psychosis, 
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but had then subsided during which 
time the patient improved and_ re- 
mained well for more than a month. 
Then after the accident anxiety broke 
out again, not quite to the former ex- 
tent, but with pronounced insomnia 
and a constant feeling of tension. 

Following discharge from the hospi- 
tal in June, 1936, the patient con 
stantly improved. The weight increased 
and the blood pressure gradually di- 
minished. During the latter part of 
June it was reported on several occa- 
sions at 140-1S0 systolic over 115—-120 
diastolic. By the latter part of July the 
blood pressure had dropped to 120 go. 
The weight had increased to 121}, the 
patient felt perfectly well, eating and 
sleeping normally, and once more re- 
turned to work. 

During this period more detailed in- 
formation bearing on his life situation 
was obtained. 

Life Situation. According to the 
mother he was a normal boy, the oldest 
of six children. Other than difficulty in 
weaning there were no behavior prob- 
blems although there were occasional 
nightmares. The mother recalls that at 
the age of 11 on one occasion he walked 
in his sleep into her room and said “‘he 
was hunting a big penny.” He com- 
pleted the eighth grade at school and 
began working at the age 17. For some 
time he was employed as a clerk with a 
refining company and there he “‘first 
developed a fear of operations; a friend 
had the wrong kidney removed.”’ There 
he also saw many accidents and deaths 
and it was largely for that reason that 
he gave up the position. He was always 
afraid of hospitals——‘‘a fear of being 
cut.” 

He only vaguely recalls any mastur- 
bation. He began his heterosexual ca- 
reer at 14 with an older girl but oft- 
en suffered from premature ejacula- 
tion. After marriage, although his wife 
was frigid, he indulged in excessive 1n- 


tercourse and asked “‘whether perhaps 
that might be responsible for his pres- 
ent difficulties.” Occasionally again he 
would suffer from premature ejacula- 
lation. With his illness he lost desire for 
intercourse. Then when desire returned 
he could not maintain an erection. 
Since the illness he developed nocturia. 
He would awaken with a “‘water”’ erec- 
tion and complained of a pain in the 
testes. 

_ Hemarriedat the ageot 20. He became 
interested in his future wife through a 
challenge. A friend was attentive to her 
and expressed himself to the effect that 
she could not be taken away from him. 
The patient finally succeeded in win- 
ning her away and after a nine months’ 
courtship married. During this period 
he did not have intercourse “‘because 
he had too much respect for the girl.” 
His attitude toward his wife was one of 
extreme jealousy. The following inci- 
dent is an example. She had been visit- 
ing her physician for gynecologic treat-- 
ments. The patient would go along 
and wanted to stay in the room while 
the doctor treated her. “‘I didn’t trust 
the doctor.” His wife did not approve 
but suffered him to remain. The treat- 
ments affected him “‘in the stomach.” 
Intercourse was always with condoms 
which had no effect on his premature 
ejaculation. While on vacation during 
the period of rapid convalescence he 
suffered constantly from premature 
ejaculation. During the fall of 1936, he 
carried on extra-marital intercourse 
still suffering from occasional prema- 
ture ejaculation. 

A child was born a year after marri- 
age but lived only three months. He 
recalls a dream which followed the 
death of the child in which “I was hold- 
ing the child and rocking her. I was 
fooling with her and woke up yelling.” 
He was nervously upset for a time 
afterwards. 

The mother has always had a very 
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protective attitude toward the children 
and now is openly antagonistic to the 
wife. She reported in my_ presence 
that the wife would like to have the 
money to send the patient to asani- 
torium. He shouted angrily “you see, 
she is always trying to get rid of me.” 
He recalls a dream-—“‘I was on a boat 
with my wife. She got sick and died and 
was taken off the boat. I cried in my 
sleep.” 

Kor the past eight vears he has been 
employed as a truckdrfiver for a large 
concern. On cecasions he worked many 
extra hours to earn more money. Once 
he worked over a hundred hours in one 
week. Nevertheless, he was always in 
debt. This was especially so just before 
his illness when he was heavily in debt. 
In addition he felt the strain of trying 
to prevent accidents and stated that 
although he had a reputation for han- 
dling the truck well he nevertheless 
had many accidents and “the more I 
tried to avoid them the more accidents 
| had.” 

Beginning in the fall of 1937, he be- 
gan to interest himself.in union work. 
He stated that his father who had 
worked for the same company had al- 
ways resented the company’s “restric- 
tions” but did nothing but “‘my mother 
is a fighter and I must have inherited 
it from her.”’ Furthermore, his father 
was killed by a truck in July, 1937, and 
the company was fighting compensa- 
tion. This “makes me more determined 
than ever to fight the company union.”’ 
He missed his father very much, be- 
cause he used to talk to him about 
union activities. He threw himself into 
the work with great intensity and after 
working seven and one-half hours a 
day on the truck he would then engage 
in union activities for another five or 
six hours and in spite of this fact, at the 
end of six months of such constant 
pressure of activity, he had gained 
weight and his blood pressure still av- 


eraged 135/90. He states that when he 
is under a nervous strain his muscles 
grow taut and that he perspires freely 
but that he is able to relax when he 
leaves the tense atmosphere. Every 
now and then he feels cramps in the 
muscles especially of the arms and legs. 
He became an official of the union and 
in addition to the long hours of work 
managed to do a great deal of study. 
He often worked eighteen out of twen- 
ty-four hours and rarely got more than 
six or six and one-half hours in bed. 
His activity in the union dated from 
April, 1937 and in January, 1939, his 
blood pressure was still 135 go and he 
enjoyed excellent health. 


In October, 1936, Dr. Gibson had found 
the eye-grounds almost normal. There was 
very slight attenuation of the nasal arte- 
rioles with arteriosclerosis, grade one, of the 
hypertensive type in the periphery of all 
four arterioles and residual scars of previ- 
ous retinitis. All vasospastic features had 
subsided and a remarkable increase in the 
calibre of all vessels was noted. In July, 
1939 Dr. Gibson found “retinal arteriolar 
sclerosis grade one of the hypertensive type 
There is a very mild attenuation of the 
arterioles without exaggeration of the re- 
flex stripe. The retinitis has completely 
subsided. This is a most unusual remission 
in the retinal picture of hypertension.” 


In September, 1939, | found that for 
the first time since his recovery the 
blood pressure was definitely elevated, 
160,105. Union activities “folded up” 
in the early part of June; he was bit- 
terly disappointed, anxious to do some- 
thing about it but could not stir up 
any enthusiasm among his associates. 
When talking to them he gets so “hot 
under the collar” that he loses the pow- 
er of speech. He feels very keenly that 
something should be done but “‘just 
can’t push things through.” The in- 
justice was “‘burning him up”’ and he 
felt himself “boiling inside.” He-had a 
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constant feeling of tension and could 
not relax. 

Coincidentally there has been a re- 
currence of premature ejacuation and 
a feeling that he cannot be satished 
sexually. 

It seems very obvious that his throt- 
tled aggression manifests itself in the 
sexual sphere and in his general feeling 
of not being able to relax, of being ir- 
ritable and easily angered. I explained 
that the tension which he used to get 
rid of in union activities is bottled 
up and has to find an outlet in bodily 
symptoms. 

Summary. A young white man of 29 
with pronounced “mutilation anxiety”’ 
tirst seen in December, 1935, developed 
high blood pressure and an acute psy- 
chosis following an appendectomy 
_when he became fearful that peritoni- 
tis would develop. An acute vasospas- 
tic retinitis developed but the heart and 
kidneys seemed unaffected. The hy- 
pertension gradually subsided but in 
the spring of 1936, following an anxi- 
ety-producing episode, hypertension, 
vasospastic retinitis, and hypertensive 
encephalopathy again occurred. Once 
more the blood pressure and eye- 
ground changes subsided as anxiety 
was reduced and for the next three 
years the patient remained well, hav- 
ing maintained a normal blood pres- 
sure (135/90) since July, 1936. 

Kor almost two years during this 
period he felt well and the blood pres- 
sure remained normal in spite of ex- 
cessive work. The long hours and in- 
tense activity were employed, however, 
in union activities where he was able 
to give direct expression to his aggres- 
sive impulses. Union activities ceased 
in the spring of 1939 and in September 
he was once more suffering from tense 
feelings, experiencing sexual difficulties 
and the blood pressure was once more 
elevated. It seemed clear that this 
coincided with the period of “throttled 
aggression.’ 


SPONTANEOUS SUBARACHNOID HEmor- 
RHAGE 

A white woman of 37 was first seen 
in the spring of 1937. She stated that 
hypertension had first been discovered 
at the age of fourteen. There were no 
special symptoms, however, until about 
five years ago when, following financial 
difficulties, she began to develop anx- 
iety attacks. These would begin with 
palpitation, extreme agitation and ac- 
tual panic so that she felt like jumping 
out of a window. Because of such an 
attack she was very thoroughly studied 
and told that there was nothing wrong 
with her except hypertension. 

The patient had been reared in a 
small town. The father was a periodic 
drunkard and the mother a nervous 
woman whose death was due to “kid- 
ney disease and asthma.”’ The patient 
attributes some of her trouble to the 
fact “that the mother was suffering 
from a change of life when I was born.” 
The patient ran away with a much 
older, married man, and had three chil- 
dren, daughters, one year apart. They 
are now eleven, ten, and nine years of 
age. When the baby was three months 
old they separated and she has been 
supporting herself and the children 
since. 


Physical examination showed a_ well 
nourished, healthy appearing white woman. 
Weight 128. Blood pressure averaged 210 
systolic and 140 diastolic. The heart seemed 
slightly enlarged to the left and there 
was a systolic murmur at the apex but no 
thrill. The aortic second sound was ac- 
centuated. The remainder of the general 
physical examination was negative. The 
urine showed a faint trace of albumin but 
kidney function as measured by concentra- 
tion and urea clearance tests was within 
normal limits. Eye-grounds showed arte- 
riosclerosis, grade two of the hypertensive 
type with no evidence of retinitis. 


After reassurance about herself the 
anxiety attacks diminished and she re- 
mained in satisfactory health. 
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She had three main social-psychiat- 
ric problems aside from her physical 
condition. First, she was very ambiva- 
lent toward the children, always plac- 
ing them out to board and then bring- 
ing them home again to live with her; 
secondly, she made a living by keeping 
a boarding house and was always in 
financial difficulties. Lastly, she had a 
lover who, like the first, was married 
and paid her secret and hurried visits 
so that she “felt like a prostitute.” 
When any one of these problems be- 
came acute, that 1s, trouble with the 
children, financial difficulties or a quar- 
rel with her lover she became anxious 
and at the same time the anxiety 
seemed to reflect itself in an aggrava- 
tion of the blood pressure level. In spite 
of her discontent with her present situ- 
ation and her marked hostility toward 
her lover for his bad treatment of her 
she maintained a kind of loyalty to- 
ward him. In January 1938, she called 
a physician at two o'clock one morning 
to announce “that she had just had a 
stroke.”” She stated that she was sitting 
on the floor and could not move. She 
was sent to the hospital where the in- 
tern reported that “‘she was just hys- 
terical,”’ and had not had a stroke but 
that the blood pressure was 250 150. 
Venesection was done. The following 
day it was noted that she was drowsy, 
somewhat confused and disoriented 
and she remained so for several days. 
Neurological examination suggested 
the diagnosis of subarachnoid hemor- 
rhage. The patient was somnolent and 
rather uncooperative. There was 
marked stiffness of the neck with a 
positive Brudzinski sign and_ bilat- 
eral Kernig. The left knee jerk, both 
Achilles and the left biceps reflexes were 
absent. The remaining deep reflexes 
were not very active. The spinal fluid 
was bloody. 

After she had become quite clear 
again mentally she reported that she 
had been having intercourse that night 


with another man, that she had been 
tired after a full day and that she felt 
“guilty and common” and had been 
unable to have an orgasm. Suddenly 
she felt “lifeless” from the waist down. 
She sat herself on the floor and refused 
to move and had to be taken to the 
hospital. She described a pain in her 
head which felt like a “screw-driver.”’ 
Later she had a sensation of numbness 
in the head and still later vomited. 
There were no new findings as far as the 
heart was concerned and other than in- 
dications of the hypertension; the elec- 
trocardiogram was within normal lim- 
its. Moreover, the renal function re- 
mained good but the eye-ground ex- 
amination now showed, in addition to 
the arterioscleroris, very marked vaso- 
spasm especially of the nasal branches 
and in addition hemorrhages and exu- 
dates and some swelling of the disc 
margins. At first it was thought that 
the eve-grounds had undergone the 
changes of malignant hypertension. 
But this diagnosis was later retracted 
because the changes subsided and the 
conclusion was reached that the retinal 
picture represented a vasospastic ex- 
acerbation of the hypertensive changes 
of severe benign hypertension. In con- 
nection with the above episode it was 
later discovered that on several occa- 
sions under exactly the same circum- 
stances attacks of pulmonary edema 
had occurred. 

She made a very good recovery and 
the blood pressure level subsided to 150 
or 160 systolic and 110 to 120 diastolic. 
It remained at this level for several 
months and then gradually increased 
and failed to respond to sulphocyanate 
therapy. Her financial situation be- 
came more and more acute and she 
was again admitted to the hospital in 
May, 1939, suffering from a slight up- 
per respiratory infection and a state of 
great anxiety. There were no new find- 
ings in the cardiovascular examination 
except that the eye-grounds no longer 
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showed any evidence of retinitis, and 
aside from marked attenuation of the 
nasal vessels there was only arterio- 
sclerosis of the hypertensive type. All 
evidences of the previous severe vaso- 
spastic change had disappeared. 

Summary. A young white woman 
with a long history of severe benign hy- 
pertension had for several years suf- 
fered from anxiety attacks. She had 
three illegitimate children with a mar- 
ried man much older than herself and 
after his desertion maintained relation- 
ship with another married man. During 
sexual intercourse at which time she 
felt guilty “‘for her disloyalty’ she had 
an attack which she considered a stroke 
but which the hospital intern, who was 
acquainted with her behavior from pre- 
vious hospital study, considered ‘‘an 
hysterical attack.’’ Neurological stud- 
ies indicated that she had really sut- 
fered a subarachnoid hemorrhage. She 
made an excellent recovery. 


CoRONARY OCCLUSION 


A white man, aged 40, had his first 
hospital admission in 1931. At that time 
he complained of severe pain in the 
lower middle part of the chest which ra- 
diated into the left arm. It had come on 
following a large meal. He was treated 
for “acute indigestion” but was told by 
his doctor that he had a heart condi- 
tion. The pain was unlike previous at- 
tacks of indigestion—it lasted a num- 
ber of hours and was finally relieved by 
morphine. There were no special find- 
ings recorded so far as the heart was 
concerned. 

The blood pressure was 130/100. The 
temperature was not elevated nor was the 
pulse. The white blood cells were 8,700. 
The urine showed a trace of albumin and 
some hyaline casts. A diagnosis of coronary 
artery disease was made. 

The next hospital admission was in 
1935; the following is an abstract of the 
hospital record. 


On June 27, 1935, the patient was operat- 
ed upon for bilateral hernia. This was suc- 
cessful and recovery occurred in two weeks. 
Then about a month later, he experienced 
marked dizziness expecially when lying 
down or trying to get out of bed. At times 
he became dizzy while walking and would 
find it necessary to hold on to something. 
He was unable to continue with his job. 
Then early in September 1935, dizziness 
was replaced by periodic headaches. The 
headache was present on arising and very 
often was relieved upon reclining. For two 
weeks before admission it had been con- 
stant. The headache was worse at the back 
of the head, going into the neck and shoul- 
ders, and at times radiated into the fore- 
head and face on each side of the nose. The 
patient had also experienced an ear ache 
seemingly concurrent with the headache. 
In October, 1934 the patient had three 
upper teeth removed under the supervision 
ot a physician who also x-rayed all sinuses 
and gave a negative report. His eves were 
then examined and new glasses were or- 
dered which the patient acquired. Later he 
experienced some precordial distress; this 
he felt was due to “‘gas.”’ He described this 
pain as “‘prickling.”’ 

Physical examination and routine labor- 
atory tests were negative. 

Cardiovascular report X-ray: entirely 
normal findings. Electrocardiogram: Fssen- 
tially normal; there was a rather deep Q 
wave in lead III which was not considered 
significant. Conclusions: No definite evi- 
dence of cardi vascular disease. 


The patient was discharged on Janu- 
ary 2, 1936. The final diagnosis was 
“psychoneurosis; anxiety state.” 

The next admission was in October 
1936, when he complained of pain in 
the chest, weakness and nervousness. 
The pain had been almost constant and 
he also suffered from attacks of crying 
spells. The patient was depressed and 
nervous and stated that he had been a 
semi-invalid since the hernia operation. 
The attacks of pain in the chest oc- 
curred half a dozen times a day often 
accompanied by nausea and belching. 
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The pain would come on after a heavy 
meal and also awaken him at night. He 
had been constipated and suffered from 
headaches. 

In May, 1936, the patient had a nar- 
row escape from an automobile acci- 
dent which was immediately followed 
by a “severe heart attack”’ which re- 
quired morphine. Since the automobile 
accident the patient says that all of his 
symptoms have increased in severity. 

The electrocardiogram was _ essen- 
tially the same as the year before. A 
chest lead was taken in addition and 
was normal. The Q III was not as pro- 
nounced as in the previous electrocar- 
diogram. The patient was studied by 
the psychiatrist. He was regarded as 
neurasthenic and hysterical. Psychi- 
atric treatment was recommended. 

The tinal admission March, 
1938. The patienthad been riding down- 
town in a bus, developed a pain in his 
chest, got off in front of the hospital 
and made his way to the receiving 
ward. He showed definite evidence of 
coronary occlusion! This was confirmed 
by the electrocardiogram.? 

The patient was shown in clinico- 
psychiatric conference to the senior 
class and the point was made that 
there is no reason why a neurotic pa- 
tient should not have coronary artery 
disease and develop coronary occlu- 
sion; that it is not a question of either a 
medical disease or a psychological dis- 
order but rather a question of how 
much of one and how much of the other 
and the intimate relationship between 
them. It seemed clear that an emotion- 
al situation related to his personality 
had immediately preceded the actual 
coronary occlusion. Here attention was 
called to the ordinary medical history 


was 


2 Several of the house staff were impressed that 
here at last was an “explanation” for the whole ill- 
ness. In other words, here was a patient who had been 
considered hysterical and all the time he was suffering 
from coronary artery disease and now there was 
was definite proof—actual coronary occlusion! 


which recounted only the fact that the 
patient was riding downtown in a bus 
when the pain occurred which necessi- 
tated his getting off and coming to the 
hospital. What was going on in the 
head of this patient, however, while 
he was riding in the bus was the impor- 
tant thing. The patient had been hav- 
ing considerable trouble at his place of 
employment and just at this time was 
very angry with his employer. Although 
ordinarily meek and passive, he had 
made up his mind to dety his employer 
and he was going downtown “‘to tell 
him where to get off” but instead of 
that he was “‘laid low with a pain in his 
chest.”’ 

As in many other psychosomatic dis- 
turbances anger, especially that which 
cannot be appeased, is turned in upon 
the individual. It seemed that this pa- 
tient for many years had had a neurotic 
personality, an anxiety neurosis, and 
that he now had in addition coronary 
occlusion, precipitated by emotional 
stress. 


REPEATED Arracks OF PULMONARY 
EpEMA AND ProGressive Heart FaiL- 
URE 

A white woman, age 44, was admit- 
ted to Temple University Hospital 
Kebruary 22, 1937. She complained of 
attacks of pain and a heavy sensation 
in the heart region with tingling sensa- 
tions in the left arm and hand. The 
trouble had begun about 10 years be- 
fore when, following some kind of nasal 
difficulty, a physician discovered high 
blood pressure and sugar in the urine. 
He ordered the tonsils removed which 
was done under local anesthesia. She 
was very nervous —‘‘the and 
throat man couldn't work right’’--but 
the operation was done without any 
serious consequences. She was very 
heavy at that time, weighing 210. By 
dieting the weight was reduced to 143 
pounds. 


nose 
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Prior to that time she had been well 
except for irregular menstruation and 
following the weight reduction the 
menses became regular. After having 
been married twelve years she became 
pregnant for the first time at the age of 
40. About the sixth month of preg- 
nancy, the legs began to swell and in 
the seventh month she was taken to the 
hospital for a “uremic condition” and 
at 83 months the pregnancy was ter- 
minated by a Caesarian section and a 
living child obtained. 

At the same time the patient was 
sterilized by cutting and cauterizing 
the tubes. Following the puerperium 
she was treated for “high blood pres- 
sure and bad kidneys.”’ A sensation of 
ringing in the head continued from time 
to time especially when nervous. She 
was studied from the standpoint of pos- 
sible gland disturbance because of 
marked hirsutism. She had always had 
a lot of hair on the body but at about 
18 it began to grow on the chest, face 
and back. Some of this was removed 
from time to time by “electric needle.” 
A sister also has a lot of hair but not as 
much as the patient. X-ray treatments 
of the left side of the patient's face at 
the age of 21 left a bad scar. 

About 3 or 4 years ago while still at 
the hospital clinic and shortly after the 
baby’s birth, she began to have noc- 
turnal attacks of pain in the teeth. 
These attacks would wake her up; the 
pain would shoot down the sternum 
and into the back “‘like a thin-bladed 
knife.”’ The pain was accompanied by 
heavy breathing, “‘a moist chest,” and 
she was referred to another hospital for 
study and there it was found that ni- 
troglycerine gave marked relief. The 
blood pressure was still 200 and the 
blood sugar was 280. She remained in 
the hospital 13 weeks and then went to 
a convalescent home. 

Then five months before admission 
to Temple University Hospital she had 


an attack of “‘grippe’’ and the arms and 
the left hand felt as though they were 
asleep. She has been practically in- 
valided since. 

Now the attacks begin with a “‘sen- 
sation of numbness in the left hand, a 
noise in the chest with pains in the 
chest and the back, a terrible beating 
starts in the chest and goes down to the 
bottom of the spine where the coccyx 
was removed.” At other times she 
speaks of a quivering in the chest es 
pecially on the left side associated with 
a pain in the back. But the attack usu- 
ally starts with pain in the teeth and 
may go into the ears. The hands get 
cold and she often perspires freely. 


Past History. Scarlet tever and measles 
in childhood without complications. Men- 
struation began at 13; irregular and usually 
late. In 1935 following a fall the coceyx was 
removed without much relief from discom- 
fort. 

Family History. Vhe mother died at §3 
from uremia; the father died at 70 trom 
unknown cause. A brother died at 21 from 
pneumonia. One brother and a sister are 
living and well. 

Physical Examination. An obese woman 
with masculine appearance and a general 
physical structure that was rather mascu- 


line. There was a pronounced x-ray burn of 


the left side of the face; the skin was coarse 
and oily and there was a heavy hirsutism 
otf male distribution. 

There was questionable slight cardiac 
enlargement to the left. The apex beat was 
forceful; the heart sounds good, Ae plus. 
The blood pressure was 168/108 on both 
arms. No other findings of importance were 
noted except that the gynecological ex- 
amination showed very large labia majora, 
masculine distribution of hair, and mark- 


edly enlarged clitoris and a male type of 


pelvis. 


The following questions suggested 
themselves. 1. Is this ordinary essential 
hypertension or is it connected with an 
endocrinopathy? 2. Has she coronary 
artery disease or is the precordial pain 
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of another origin? 3. What is the sig- 
nificance of the history of sugar in the 
urine and the hyperglycemia? 


The patient had attacks of precordial 
pain in the hospital. The interne reported 
that they were relieved by nitroglycerine. 
Phe blood sugar during an attack was 119, 
the pulse I 
there was profuse perspiration. Laboratory 


5 the blood pressure 204/140, 


studies made during an interval of freedom 
trom attacks showed the urine was nor- 
mal; blood count good; Basal Metabolic 
Rate plus 2 per cent; blood Wassermann 
negative. Blood Chemistry — urea | 


.$ mg., 
sugar 125 mg., urea clearance Sg per cent; 
glucose tolerance; fasting 1s5 mg., 5 hour 
1s> mg., 1 hour 200 mg., 2 hours 219 mg., 3 
hours 19g mg., serum calcium 12.7 mg., 
serum phosphorous 3.g mg. Two hour spe- 
cific gravity test 1004-1018. Fasting blood 
sugar just betore discharge, gS mg. 

normal in the 
hospital and the pulse averaged So and 


The temperature was 


regular. Blood pressure records, during tree 
dom from attacks, were between 160 and 
[80 systolic and 1 120 diastole. Weight, 
bsoon discharge. 

¢ tt “WXIS dev ation. 
Low S-T take off in leads 1 and 2. T wave 


E eclrocaradl rain 


lead one. One month later there 
was a deep S-T 


diphasic 
depression lead one; 
nversion of Tin lead two; S-T segment 
closer to the base line and absent Q in lead 
four. Coronary artery disease with the pos- 
sibility of healed intarct was suggested but 
t was felt that both tracings were compati- 
ble with the findings which one sees in the 
course of hypertension. 

The neurological examination was nega- 
tive. 

The gynecological examination showed 
the vulvar abnormalities previously noted 
which were considered congenital: other 
wise the examination was negative. 
fields 
Fundi-retinal arteriosclerosis grade two of 


Eye-grounds; grossly normal. 
the hypertensive type with evidence of pre 
vious retinitis. 

Consultation from an endocrine stand- 
point suggested the following possibilities; 
1. adrenal cortex hyperfunction, 2. pitul- 
tary basophilism, or 3. arrhenoblastoma ot 


the ovary. Hormone assay and_ x-ray 
studies were requested. . 

Vhe latter showed the cardiac silhouette 
to be within normal limits as to size. 
“Heart area by caretul measurement well 
within normal limits for patient’s predicted 
heart area according to height and weight.” 
The skull was normal and no demineraliza- 
tion of long bones was noted. Urinary tract 
after injection of uro-selectan showed no 
evidence of disease and nothing to indicate 
renal or peri-renal tumor. 

March 18, 1937 an air injection of 
the right adrenal area was attempted 
but was unsuccesstul. The patient had 
an attack in which she became pulse 
less, cyanotic and unconscious for a 
moment. On March 22, 1937 it was 
noted that since the attempted visuali 
zation of adrenal the patient had com 
plained of pain in the left chest, espe 
cially in the heart region. She described 
it as a sensation which she felt could be 
relieved by taking a deep breath but 
she was unable to do so. She demon 
strated this by placing her hand over 
the heart and taking a deep sighing in 
spiration. Since the attack she had 
“gone back to where she was before, 
after three weeks of feeling better than 
she has in all her life.” 
dread the test but | 


emotionally yy being 


She did not 
vad been upset 
taken to class 
just before the test Was done. She does 
not object to turther ettorts to inject 
air. Subsequent attempts to inject air 
were successful and a good film ob 
tained which showed no evidence of 
adrenal tumor. 

Hormone assay showed essentially 
normal findings which was against the 
diagnosis of a pituitary or cortical 
adrenal tumor. The possibility of par 
anglioma was still mentioned. 

After discharge from the hospital 
she was seen in the out-patient depart 
ment in a severe attack of pulmonary 
edema. I had doubted 
whether actual edema occurred when 
she complained of “attacks of conges 


previously 
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tion.’ Now, however, there was no 
doubt. The face and neck were flushed, 
she was in great distress, there was pal- 
pitation and gallop rhythm and the 
lungs were full of moist rales which in- 
creased in number and size trom the 
base upwards leaving only the apices 
free. Blood pressure during the height 
of the attack, left arm was 210, 150 and 
dropped as the attack subsided within 
a few minutes to 145/105. The attacks 
recurred in waves. The patient com- 
plained of a sweet taste in the mouth as 
she spat up large quantities of frothy 
sputum. She stated that the sweet taste 
was always very pronounced and very 
distressing as it sickens her; it occurred 
as soon as she began to cough. 

The blood pressure during intervals 
of freedom from attacks averaged 150 
160 systolic and 80-90 diastolic. 

Life Situation. Vhe patient dated all 

her troubles to her marriage at the age 
of 29. She had been brought up.in what 
she considered a cultured and well-to 
do family. Although her education was 
terminated at the eighth grade she 
spoke of her early life as one of ease and 
luxury. She was “used to everything”’ 
and never worked outside the home. 
Encouraged by her mother she studied 
singing and had always cherished the 
ambition to become an opera singer. 

The mother died when the patient 
was nineteen of “‘uremia, stroke and 
high blood pressure’’— a sudden death 
with no preceding illness. The patient 
sat up with the mother through the 
night and felt very guilty for not hav- 
ing been in the house when the attack 
occurred. The mother was brought to 
this hospital and died here. The patient 
had never been able to forgive herself 
for this fancied defection and now stated 
“my mother is never out of my mind — I 
think of her all the time.” 

The patient then made her home 
with her married sister and at the age of 
2g married a man “much inferior to 


her.” It was obvious that she had ap- 
proached this marriage in a very imma- 
ture way. She had had an unsuccessful 
affair and then married “out of spite” 
a foreigner for whom she had much 
contempt. She was shocked when she 
learned that he could not read or write. 
She stated that she never intended to 
“live with him’; hence she continued 
to make her home with her sister after 
the marriage. She was always frigid in 
marriage and finally after a great deal 
of indecision left her husband only to 
return to him when he “hounded and 
threatened her.” 

Her husband's income was never ad- 
equate and he lost his business, includ- 
ing all the money that she could raise. 
Kinally they went on public relief, 
which was intolerable to her. It was at 
this time that her symptoms became 
exaggerated. As she stated, “then | 
really became ill; imagine being on the 
Welfare when vou had been used to 
everything.” 

Finally after eleven vears of married 
lite she was shocked to find 
pregnant at the age of 40 and then be- 
gan the illness that has been recounted. 
Now it was necessary for her husband 
to stay at home to take care of her and 
her child. The situation reached an im- 
passe. On the one hand she could not 
tolerate being supported by the Wel- 
fare and on the other her illness en- 
forced invalidism which necessitated 
her husband remaining at home to do 
the housework, to nurse her and to 
care for the child. Her illness had vir- 
tually succeeded in emasculating the 
husband. He complained of the neces- 
sity of “being a woman,” was very im- 
patient with the child and infuriated 
the patient when he turned on the child 
angrily or struck her. She stated “‘if it 
were not for the child I would have 
committed suicide long ago. I am friends 
with nobody. You have friends only 
when you have money.” She was in- 
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tensely bitter against fate, was very ir- 
ritable, moody and cried easily. 

The social worker reported that the 
husband was a nice-looking clean person 
who, contrary to the opinion expressed 
above, seemed to enjoy taking care of 
the house. He kept it spotless during 
the wife’s illness and his desire to find a 
job seemed questionable. A private 
family society supplemented relief, 
even sent a housekeeper to the house, 
so that the husband could look for 
work, and placed the child in a Day 
Nursery. The worker tried to prevail 
upon the patient to accept her situation 
and to move to cheaper quarters but 
she refused to do so. 

When anything happened to remind 
the patient of her unfortunate circum- 
stance in life an attack was likely to oc- 
cur. On one occasion when the child 
was singing and dancing “reminding 
her of happier days, her own ambition, 
and also her inability to live long 
enough to see her daughter grow up to 
be a great singer’ an attack occurred 
that night.’ The husband had just gone 
out. As she started to read the paper 
she couldn’t see very well, and thought 
that her kidneys were diseased. She 
felt a heavy feeling in the heart region 
and a sensation “like a worm eating 
her’ and an attack followed. 

On one occasion she visited me with 
her brother-in-law, who exhibited a 
great deal of hostility for her husband. 
It was evident that he held the man in 
contempt and his feeling was that the 
patient had been sick since she went 
back to her husband the second time. 
Following this visit she had a telephone 
conversation with the brother-in-law in 
which she wanted to tell him how hu- 


3 It was previously mentioned that the patient her 
self had always cherished the ambition and was en- 
couraged by her mother to become an opera singer. 
However, she gave up singing after her mother’s 
death and had never been able to go back to it. Her 
thoughts about her mother would not permit her to. 
Apparently it was too mindful of happier days. 


miliated she had been when he had criti- 
cized her husband in my presence. 
Immediately a severe attack with col- 
lapse occurred. This was an occasion on 
which her attending physician, Dr. 
Morris Kleinbart thought that coro- 
nary occlusion had occurred. At the hos- 
pital the electrocardiogram showed 
progressive myocardial damage; branch 
bundle block had developed. 

Her dreams concerned churches and 
religious services and in this connection 
it is interesting that as a child she had 
visited many churches and missions. 
Just before her final admission to the 
hospital she had dreamed ‘“‘that her 
mother was looking for a place for the 
patient in the cemetery but couldn’t 
tind one. There was no place.”’ She cried 
in relating this dream and said she 
wished it were true that they had found 
a place for her, in other words, that she 
might die. Her only child “‘all I have in 
the world”’ was to be put in a boarding 
school because she could not look after 
her at home. This was a final blow. Fol- 
lowing her discharge from the hospital 
she did very badly at home, was read. 
mitted into another hospital where she 
was incapacitated by congestive heart 
failure. Her final admission to Temple 
University Hospital was in March, 
1939 and death occurred on April 23, 
1939. Necropsy showed pronounced 
coronary artery sclerosis and an old 
area of infarction near the apex. At this 
point a small aneurysmal pocket con- 
tained thrombotic material. The kid- 
neys were sclerotic and showed scars of 
old infarcts. No abnormalities of the 
adrenals or ovaries were noted. 

Here was a patient with a very im- 
mature personality, full of conflicts, 
who was incapable of expressing hos- 
tility in direct action and whose anx- 
iety, readily aroused, seemed to cul- 
minate in attacks of pulmonary edema. 
I had an opportunity to see her during 
and after many such attacks. It seemed 
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that she had a trigger mechanism which 
was set off by some emotional circum- 
stance reminding her of her unfortu- 
nate position in life. Then apparently a 
rise in blood pressure would occur and 
the attack immediately followed. Re- 
peated attacks occurred over a period 
of years. Progressive myocardial dam- 
age and congestive heart failure fol- 
lowed. 


ComMMENT 

These clinical reports are intended to 
emphasize the necessity for psycholog- 
ical study of patients with organic car 
diovascular disease because the psychic 
factor may be even nore important 
than the physical factor in producing 
incapacity. Secondly, they are intended 
to suggest that cardiovascular lesions 
occurring in arterial hypertension may 
- be preceded by psychic events that are 
related not only in time but also spe- 
cifically to the personality of the pa- 
tient. 

Although this clinical material is 
made up of patients with arterial hy- 
pertension, it is not the purpose of this 
report to attempt a detailed discussion 
of the studies that have been made on 
the psychodynamic structure of the 
personality of the hypertensive pa- 
tient. In a recent review of the “Patho- 
genesis and Treatment of Hyperten- 
sion” (8), references are made to some 
of the psychological aspects in a section 
devoted to that subject. There mention 
is made of the psychoanalytic studies 
on hypertensive patients by Alexander 


(7), Menninger (5), Dunbar (3), Saul 
(6) and Hill (4) who have called atten- 
tion to the hostile, aggressive impulses 
that are neither thoroughly repressed 
nor adequately expressed and which, 
therefore, serve as a constant stimulus 
to the circulatory system. Alexander 
speaks of the overly inhibited and yet 
at the same time intensely hostile and 
aggressive personality of the hyperten- 
sive individual. In the cases here re- 
ported it is interesting that pent-up, 
unexpressed, aggressive emotional ten- 
sion seems to react upon the cardiovas- 
cular system and it is especially in case 
2 that this relationship is clearly evi- 
dent. 

The subject is still in the early stages 
of investigation but readers who are 
interested are referred to the first num- 
ber of this journal (7) which was de- 
voted largely to the psychological as- 
pects of essential hypertension. 
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VERTEBRAL NEUROSES* 
J. L. Ferrerman, M.A., M.D.** 


INTRODUCTION 


NEUROSES are customarily regarded as 
involving mentalattitude andexpressed 
through the visceral organs. Thus, we 
have come to think of organ neuroses 
in terms of the vital structures in the 
ventral region of the body. The occur- 
rence of neurotic manifestations in and 
around the spinal column has been 
rather neglected by most medical men. 
Even certain orthopedic texts, when 
dealing with disorders of the back, 
have omitted a discussion of the back 
disorders of psychic origin. 

Thesubject has not been entirely neg- 
lected. Jones and Lovett (70) have dis- 
cussed the features of neurotic back 
symptoms quite thoroughly. The com- 
prehensive orthopedic book by Whit- 
man (/6) distinguishes between the 
“neurotic spine” and the “hysterical 
spine”’ and includes the case history of 
a patient who had presented a severe 
back distortion lasting one year and re- 
lieved by financial settlement. From a 
neurologist’s standpoint, Wechsler (75) 
includes certain back symptoms as ex- 
amples of conversion hysteria. This 
author comments upon the fact that 
pain in the back may be a common and 
persistent neurotic complaint. Wechs- 
ler also mentions the occurrence of an 
hysterical forward bending of the 
spine, almost to a right angle, following 

* Paper delivered before the American College of 
Physicians on April 4, 1940, at the Lakeside Hospital, 
Cleveland, Ohio. 

** From the Neuropsychiatric Division of Lakeside 


Hospital and the School of Medicine, Western Re- 
serve University. 


trifling trauma. Goldscheider (9), Brun 
(3), Levy (77), and Geronne (7) have 
written of hypersensitive neuralgias 
and myalgias of the back as types of 
organ neuroses. 

The recognition of neuroses in the 
ditterential diagnosis of back symptoms 
is an everyday challenge to the indus- 
trial surgeon; nor is it infrequent asa 
problem of general practice. Indeed, 
neuroses of the vertebral structures con- 
cern the relation between organic dis- 
ease and emotional enlargement, a 
common problem in psychosomatic 
medicine. 

To begin with, organic disease of the 
back must first be excluded and this is 
by no means an easy task. For, first one 
must keep in mind lesions of the spinal 
cord, the nerve roots, and membranes 
which constitute the intraspinal causes 
of back disorders. This phase of the 
subject has received adequate treat- 
ment in Riley’s (73) scholarly paper. 
Even more common are the pathologic 
processes in the realm of orthopedics, 
exhaustively summarized by Ghorm- 
lev (8) of the Mayo Clinic. Then come 
the diseases of the soft tissues of the 
back affecting ligaments, fascia, and 
muscles. Mennell (72) has described the 
technique of examination. Finally, the 
maladies of contiguous and distant 
structures may produce back symp- 
toms. Tumors and inflammatory proc- 
esses of the pelvis are a common source 
of back difficulties. 

After the study has been completed 
and found negative, one may consider 
&@ neurosis as a working hypothesis. 
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This condition, under the heading of 
“vertebral neuroses,” is the concern of 
this paper. An attempt will be made to 
list the common symptoms and the 
mechanism responsible for them. Their 
meaning, recognition, and interpreta- 
tion will then be presented. 


SYMPTOMS 


Individually, the symptoms in a case 
of vertebral neurosis are no different 
from the complaints in organic disease. 
This self-evident statement applies to 
all types of functional disorders. How- 
ever, the symptoms in the, aggregate 
may give a clue to their psychic origin. 

1. Pain. Pain is the commonest 
symptom. Such pain may be localized 
to one zone or may be coextensive with 
the entire spinal column from the occi- 
. put to the coccyx. In traumatic cases, 
the pain is often confined to the injured 
area. Some individuals complam mere- 
ly of backache; others describe their 
distress with adjectives to indicate in- 
tense suffering. The pain is burning, 
twisting, tearing, throbbing. Recently, 
a patient described an acute pain in the 
back as though many vertebrae were 
rubbing one against the other. At times 
the pain is more in the nature of pares- 
thesia. The individual mentions a sense 
of coldness, tingling, crawling, or tiglit- 
ness. In some persons, the pain is con- 
stant; in others, it is induced only by 
effort and activity. It is not rare for cer- 
tain patients to state that the slightest 
touch will evoke a paroxysm, the in- 
tensity of which resembles an attack of 
pain in trigeminal neuralgia when set 
off by its specific trigger mechanism. 

2. Limitation of Motion. Coupled 
with the complaint of pain is the re- 
stricted mobility of the spine. The in- 
dividual is apt to hold his back stiffly, 
to move about slowly, and to resist 
passive movements. Patients may cry 
out when they are passively moved 
from side to side. Movements are slow, 
awkward, and restricted. 


3. Deformity. Along with the pain 
and with the restriction in mobility 
comes peculiar posture. As a result of a 
muscle spasm, the patient is apt to be 
abnormally rigid or twisted to one side 
or bent far forward. Whitman and 
Wechsler (75 and.76) both mention ex- 
amples of patients who have been bent 
forward almost to a right angle, a state 
described as camptocormia. Several pa- 
tients whom I have examined have pre- 
sented striking deformities of posture 
such as a marked list to one side, an 
extreme forward bending, or an extraor- 
dinary rigidity. In all these patients, 
certain of the paravertebral muscles 
show a high degree of spasticity. 

4. Weakness. A further major symp 
tom is diminished performance or ex- 
treme weakness. This reduced function 
is quite obvious in patients who com- 
plain of severe pain and present de- 
formities. However, there are certain 
patients who have no muscle spasm 
and present no deformities, but who 
talk of fatigue and exhaustion. “I am 
too weak to move, too helpless to do 
anything.” A young woman in her mid- 
dle twenties, inclined to be withdrawn 
and overreligious, took to bed with a 
complaint of weakness in the back. In 
the course of time, the weakness grew 
worse and was attended by muscular 
rigidity. Ultimately, she reached a state 
of almost total helplessness resembling 
patients whose illness has been de- 
scribed as akinesia algera. Indeed, she 
ultimately became so helpless that she 
would void in bed because she had too 
much pain and weakness to lift her 
body to use the bedpan. The func- 
tional character of this disability was 
evident when she was rapidly ‘“‘cured” 
by suggestion along with an intrave- 
nous injection of amytal. 

§. General Complaints. In addition 
to the above symptoms, which are cen- 
tered on the vertebral column, neurotic 
patients usually mention an assortment 
of symptoms in other regions and com- 
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plaints indicative of mental conflict, 
fear, and worry. In several patients, the 
pain in the back may radiate upward 
and enter the head. J. S., referred by 
Dr. Gilpin, complained that the pain 
extended from the back into the chest, 
causing the heart to throb and into the 
stomach causing cramps. 

A common manifestation is that of 
fear. The individual not only suffers 
today, but fears that he will be much 
worse in the future and may even be- 
come totally paralyzed. The item of fear 
will be taken up in the later considera- 
tion of mental factors. 


MIECHANISM OF Symprous 


One may best view the symptoms 
from the standpoint of both local pa- 
thology and psychic magnification. 
From the viewpoint then of local proc- 
esses, we should consider an original 
process, often organic. This organic 
basis serves to attract attention and 
then the mental attitude contributes to 
further local symptoms. 

1. Pain and Paresthesias. Vhe pain 
may beanexpression of an original path- 
ologic process, inflammatory toxic, or 
traumatic. Undoubtedly, myositis or 
tibrositis of rheumatic origin may be 
the starting point of what will later 
prove to be a neurosis. Such an inflam- 
matory condition obviously leads to 
pain. 

Equally important may be a hyper- 
esthesia of nerve endings. The cause of 
such hyperesthesia may be a local in- 
Hammatory process or, more commonly, 
a state of nervous tension. It is well 
known that after trauma, patients be- 
come hypersensitive to certain sensory 
impressions. After head injury ordinary 
sounds may become unpleasant, loud 
noises; dim lights may irritate as 
though they were intense floodlights. 
Klsberg (7) has shown remarkable 
Huctuations in the sense of smell which 
occur in certain individuals. The nerve 
endings of the posterior rami may be- 


come extraordinarily sensitive to touch, 
muscle contraction, and fatigue. 

2. Changes in Posture. Abnormal ri- 
gidity and odd distortions of posture 
are the result of abnormal contractions 
of muscles. Such contraction may be a 
defense mechanism, reflexly guarding 
the body against pain or the fear of 
pain from inflamed muscles and joints. 
Up to this point, the process is purely 
local and pathologic. Yet, it is well 
known that alterations in muscle tone 
may occur as the result of impulses 
from central mechanisms and_ espe- 
cially from emotional tensions. Mind 
and muscle are an inseparable combina- 
tion; emotions are externalized through 
the muscular apparatus as well as 
through viscera. Muscular action is the 
messenger of certain mental processes; 
ideas are expressed through actions 
even before words are learned. 

One need not review the well known 
muscle rigidities which occur in Parkin- 
son’s disease. Likewise, the influence of 
fright, fear, and nervousness on muscle 
tone is well known. The patient who 
says, “I feel so nervous I am tied up in 
a knot,” frequently has tremors of all 
kinds caused by insecurity, fear, un- 
easiness. Just as involuntary muscles 
are under the domination of the sym- 
pathetic system, so many voluntary 
muscles and particularly the long 
stretches of the erector spinae muscles 
are modified by emotional tension. 

3. Weakness. The weakness which is 
so common in vertebral neuroses may 
possibly be due to an actual myasthe- 
nia. There are individuals whose mus- 
cles fatigue quickly and who are unable 
to do much physical work in which the 
back is involved. If this can be estab- 
lished definitely, then we are dealing 
with a primary physiologic illness and 
not with a true neurosis. More often 
the weakness is secondary to pain. The 
individual makes no exertion as a self- 
protective mechanism. Then there are 
patients who have become so conscious 








208 ys. Ge 


FETTERMAN 





of muscles and of muscle pertormance 
that any contraction distresses them. 
There are individuals who have what 
might be called myalgia activata, pain 
on muscle contraction. Also, there are 
those who tear paralysis and guard 
themselves because of this fear. They 
resemble neurotic patients who will not 
allow themselves to go to sleep but will 
stay up all night watching the pulse for 
tear the heart will stop. 

4. Miscellar eous Canses. Other causes 
tor symptoms include Vasospastic OC 
currences. The occurrence of pallor and 
blushing are visible evidence of vaso 
motor changes in the skin. It is believed 
that similar changes may take place in 
muscles. Such spastic phenomena may 
cause pain, muscle cramps, and other 
discomtorts in the back. 

§. Psvchic Com ponent, In all dis 
eases, symptoms are more than the ex- 
pression ot a pathologic process, they 
represent the mental elaboration of 
sensations bombarding the brain. The 
mind may filter out some of the sensa- 
tions, ignore them, or set them aside. 
Or, the mind is capable of selecting cer 
tain impulses and, by attention to them, 
increasing their significance tremen 
dously. Symptoms become important to 
the degree to which they reach the fore- 
ground of consciousness and accorditig 
to the interpretation which the mind 
places upon them. A fundamental char 
acteristic of neurotic illness is the tend- 
ency to concentrate upon internal proc 
esses and to interpret such processes in 
an unhappy, often magnified manner. 
Introspection interposes a distorting 
lens on the mind’s eve, which is capable 
of enlarging sensations manifoldly. Asa 
result, a process in the back, an ordi- 
nary discomfort from lifting, the pain 
from a fall, the soreness of overexertion 
may become the focus upon which at 
tention The indi 
vidual becomes apprehensive about the 
meaning of the pain and weakness. This 


becomes centered. 


attention Causes an increase in the sut 
fering and the suttering brings about a 
fear that the condition may 
worse than it really is. The psychologic 
mechanisms involved in this magnifi 


become 


cation of symptoms will be explained 
in the following considerations. 


Kacrors Favorinc VERTEBRAL Syup 
roms as A Neurotic ILLNESS 


Although this paper emphasizes the 
syndrome of vertebral neurosis, vet it is 
well recognized that symptoms are not 
exclusively in the back region and that 
the same patient may at other times 
have shown a different type of symp 
tomatology. Neuroses are truly protean 
in their manifestations. A study of the 
lite history of the patient who has any 
of the recognized neurotic svn 
dromes cardiac 
gastric neuroses, will show that the 
individual has had complaints in other 
regions of the body. The relief of symp 
toms In one area and the substitution 
of another disturbance is quite com 
mon. Attention 1s called to vertebral 
neuroses so that the clinician may rec 
ognize the syndrome in contrast with 
organic disease of the same region. 

Certain factors favor the localization 
to the spinal column. Undoubtedly, 
similar factors may account for the oc 
currence of neurotic symptomatology in 
other organs or functions. 

1. Local Pathology. The occurrence 
of inflammatory processes in the vari 
ous tissues of the vertebral region has 
already been mentioned under symp 
toms. 

Trauma to the spine, rheumatic pain, 
joint disease may provide a condition 
to which free-floating anxiety may at- 
tach itself. 

2. The Concept of a Vulnerable Spot. 
\lmost everyone has some region or 
some function which is more sensitive 
and more susceptible to stress and 


well 


such as neuroses or 


strain, fatigue, excitement, or fever. 
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Like the vulnerable area at the heel 
which proved fatal to Achilles, so many 
individuals have a function or region 
ot weakness. In some of us, it is the 
back which shows the first symptoms in 
the case of fatigue, disturbed sleep, or 
fever. 

3. Ldentification. Vhis mechanism 
applies to medical students who read of 
certain maladies and then apply the 
diagnosis to themselves as well as to in- 
dividuals who “acquire” the illnesses of 
their loved ones. If a close triend or a 
person with whom one is intimately as- 
sociated sutters from a serious ailment, 
then the neurotic or hysterical person 
may, by autosuggestion, develop a sim- 
ilar complaint. 

Recently a man of thirty consulted 
“a variety of nervous 
symptoms, chiet of which were pain and 


me because of 


weakness in the back. The organic 
studies, from a neurologic and ortho- 
pedic standpoint, were entirely nega 
tive. The inquiry brought out the fact 
that this patient’s mother had been 
confined to bed as a result of a malig- 
nancy involving the spine. 

Imitation or identification with some 
individual may, in many instances, ex- 
plain the occurrence of back symptoms. 

4. The Chance Site. In some individ- 
uals, the matter of back symptoms may 
occur for no definite reason. R. P., age 
25, was referred to an orthopedic sur- 
geon, Dr. Clarence Heyman, with a com- 
plaint of “*back trouble of two years’ 
duration.”” The young man stated that 
he had had a burning and aching sensa- 
tion which extended from the sacrum 
up to the shoulders. At first, he men 
tioned that his pain had come while 
lifting boxes during his work as a gro 
cery clerk. A complete orthopedic 
study by Dr. Heyman, including X- 
rays, proved negative for organic dis- 
ease. The neurologic study was like 
wise negative. Further inquiry revealed 
that this voung man had become with 


drawn, had developed ideas of reference 
and had reached the conclusion that the 
pain in the back was brought about by 
electrical impulses generated at the 
home of a neighbor. In this instance, 
the back symptoms constituted a so- 
matic delusion in connection with para 
noid ideas. This is a rather uncommon 
cause of vertebral functional 
toms. 


symp- 


THe VaLue or VERTEBRAL SymMproms 
TO THE PSYCHE 


It has long been known that, behind 
the suffering of a neurotic patient, there 
may be a secret sense of triumph. 
Freud speaks of a neurosis as an escape 
from an intolerable situation. Psycho 
analysis has turther pointed out that 
apparent suffering may be a willing 
sacrifice which the individual endures 
to satisty his demanding superego. 
With the theory that 
sometimes the result of an inner sense 
of guilt, subconscious self-punishment 
may produce a great variety of ills. But 
not alone from the standpoint of sub- 
conscious mechanisms are back symp 
toms useful. Indeed there are many life 
situations in which a neurotic ailment 
can serve its sufferer. 


neuroses are 


Vertebral neuroses occur much more 
frequently in industrial cases than they 
do in the routine practice. The expla 
nation, which is a distillate of the state 
ments of many patients whom I have 
examined, is that such individuals had 
endured long hours of toil under cir 
cumstances which were most unpleas 
ant. A laborer whose back muscles are 
sore as a result of hard work, whose 
home life may be unhappy, who is 
troubled by a sense of insecurity and 
fear of poverty may develop an accumu 
lated feeling of resentment against 
and particularly against his 
employer. Often he longs for the secure 
dependence of infancy with warmth 
and sympathy and attention. If such 


society 
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an individual has sustained an injury 
to the back either as a result of heavy 
strain or from some external injury, he 
may utilize this injury to attain a goal 
which he was subconsciously seeking. 
At last he is spared the wearisome, la- 
borious tasks of the day and instead is 
receiving a hot-water bottle, massage, 
and attention. He is now entitled to 
compensation from his employer or 
hopes to obtain a settlement from the 
owner of the machine that struck him. 
The original back pain then serves as a 
nucleus upon which these various psy- 
chic processes become crystallized. 
The back symptoms are thus main- 
tained because they gain for the indi- 
vidual a certain amount of attention, 
appreciation, and sympathy. 

As an escape from an unhappy work 
situation, a vertebral neurosis is far 
more effective than, let us say, a gastric 
neurosis or some sex difficulty. The in- 
dividual senses the fact that a com- 
plaint of dreadful weakness and also a 
stiff back with a stooped posture will 
arouse sympathy and serve definitely 
as an excuse for not working. It is ap- 
parent that functional symptoms stand 
as an embodiment of some inner 
thought or idea. Hysteria particularly 
may represent a pantomime portraying 
a pathologic state. “ 

What then do vertebral neuroses por- 
tray? One look at such patients gives 
the answer. It is, “I can’t carry on; the 
cross which I carry is too heavy; my 
load is back-breaking; I deserve pity, | 
need help, I must be excused from 
work.” Thus, back symptoms are a 
symbolic expression relieving an indi- 
vidual from a laborious load much as, 
according to Alvarez (7), certain diges- 
tive dysfunctions may translate the 
thought of “I can’t stomach certain 
situations.’ These views are not theo- 
retical. On the contrary, as orthopedic 
surgeons are recognizing these ail- 
ments, they are coming more and more 


to the conclusion that they are indeed 
frequent. An able orthopedic surgeon 
with whom I have seen several patients 
in consultation and who had_ been 
skeptical about vertebral neuroses, now 
lists this condition as one of the com- 
monest afflictions in the patients whom 
he sees. 


Case Hisrories 


Mrs. S. M. W., a married woman of 37, 
was referred by Dr. E. Bright, with a com- 
plaint of pain in the back. Patient dated 
her symptoms to a fall down the stairs sev- 
era! years previously. This had started pain 
between the shoulder blades. In the course 
of time, the pain had radiated both up- 
ward and downward. For relief of this 
pain, patient had undergone a pelvic oper- 
ation and several orthopedic procedures. 
This included manipulation of the spine 
and the wearing of a corset. However, the 
symptoms grew worse rather than better. 
A period of rest in Florida during one winter 
proved temporarily beneficial. 

As the symptoms persisted, this patient 
was examined with X-rays, spinal puncture 
and many other tests, all of which were 
negative. 

The psychiatric study revealed a woman 
with superior intelligence, highly sensitive, 
introspective, inclined to be morbid. She 
had been reared in a strict home, allowed 
few liberties. Her father had suffered from 
nervous indigestion. Then she was mar- 
ried, her husband being six years younger 
than herself. She never cared for children 
and practiced contraception so that she 
never became pregnant. She spent a good 
deal of her time in bed, much concerned 
with her symptoms. Previously, she had 
had complaints of sleeplessness and gen- 
eral nervousness. After the fall, her atten- 
tion was centered upon her back. 

An attempt at psychotherapy was some- 
what successful. It was suggested that she 
adopt a child or something to love. She 
finally bought a dog and became much 
more active. However, she had continued 
to complain about her back and feels best 
when her back is rubbed and massaged by a 
chiropractor. 
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A case which was reported in an ear- 
lier paper (5) follows: 

M. M., a woman of 32, was referred for 
study by Dr. McCurdy of the Industrial 
Commission of Ohio. She had a job as a 
waitress but found the pay small, the 
hours long, and the insults many. One day, 
she slipped and fell down the stairs sustain- 
ing a bruise in the lower back region. She 
gradually developed pain, stiffness, and 
weakness. In the course of time, there was 
a visible scoliosis which caused her to walk 
in a position of pes equinus. This marked 
postural deformity had already been pres- 
ent for three vears at the time when she 
was referred to me. 

This patient was sent to the Lakeside 
Hospital for a thorough study. A routine 
physical examination, X-rays of the spine 
and pelvis, and a lumbar puncture all 
proved negative. Because of the severe 
postural deformity, Dr. Harbin was called 
in consultation. After many orthopedic 
tests, Dr. Harbin concurred in the diagnosis 
of hysteria. The patient was then studied 
from a psychiatric standpoint and it was 
learned that the symptoms were serving as 
an escape from a home life which was un- 
happy and a job which was most unpleas- 
ant. After our patient’s confidence had 
been gained, it was decided to try a local 
measure with a psychotherapeutic purpose. 
She was given an injection into the area of 
the painful muscles, with the firm assur- 
ance that this would help her. Within an 
hour after this treatment, the patient could 
stand erect; the scoliosis had disappeared. 
In the course of a day or two, her gait had 
improved remarkably. She was seen sev- 
eral months later, at which time there was 
no deformity and practically normal pos- 
ture. 

At a later date, another troubling experi- 
ence brought about a return of her symp- 
toms to a slight degree. 

A. B., a girl of 22, was seen in the Neuro- 
psychiatric Dispensary at the Lakeside 
Hospital. She was self-conscious and un- 
happy. She stated that her home life had 
been one of uneasiness and insecurity, her 
father and mother had quarreled a great 
deal and he had threatened desertion. The 
patient herself was a bright girl who did 


well scholastically, but was poorly adjusted 
socially. After graduation from high school, 
she was unable to find employment, her 
home ‘situation was distressing, and she 
spent much of her time daydreaming and 
writing poetry. One day, she slipped and 
struck the end of her spine. Almost imme- 
diately, her attention became centered on 
this region. She palpated the lower end of 
the spine and would cry out with pain. She 
went to a clinic where the X-rays revealed 
a bent coccyx. On the basis of the X-rays 
this bone was removed. However, the pain 
was not relieved. Indeed, it became strong- 
er than ever. She went back for further 
surgery, but at this time, the psychic as- 
pects were suspected. 

A fairly extensive study of this girl 
showed that the pain in the coccyx was but 
a focusing point for an introspective, un- 
happy mental attitude. Over and over 
again, she spoke of the tragedy of living and 
would write poems such as: 


ae 


Perhaps in later vears time shall have 
passed 

Her healing hand across my heart to 
bring 

Blessed relief from this soul-twisting 
pain; 

I may have peace and be content 
again.” 

Under a regime of psychotherapy, she 

showed a marked improvement, including 

a relief of symptoms and a more courageous 

attitude. This patient states that she has 

now learned to live with her 

rather than to flee from them. 


troubles 


A few other cases may be mentioned 
very briefly. 

A. K.,a young woman, referred by Dr. J. 
W. Epstein, had been rather an inadequate 
person for many years. She has had a va- 
riety of complaints, but the outstanding 
one is pain in the back and tiredness. The 
mother is abnormally attached to this pa- 
tient and the daughter reciprocates this 
over-protection with undue dependence. 
On several occasions when she was sent out 
of town to school, the patient would com- 
plain of such pain and weakness that she 
would be brought home. She is happiest 
when she can lie curled up in bed with an 
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electric pad against her back. In this in- 
stance, a vertebral neurosis makes it poss!- 
ble for the patient to revert to an almost in- 
fantile state of dependence and protection, 
escaping trom the impact ot a cold, cruel 
world into the warmth of her own bed. 

Another young woman in the twenties 
developed a vertebral neurosis in connec- 
tion with an injury. This girl had once been 
in love with a chiropractor who had studied 
his anatomy and adjustments on her spine. 
After she was hurt, she herself would pal- 
pate her vertebral column quite carefully. 
During the course of the examination, she 
she would say, “Feel my neck; my third 
cervical is out of place. Watch and I'll 
bring it back into place.” In some manner, 
this neurosis was linked up with her ro- 
mance with the chiropractor. 


Another example of a back neurosis 
was also included in the paper previ- 
ously referred to (5): 

W. J., a youth of 26, referred by Dr. 
Clarence Heyman came to this country at 
the age of 15, a tall, ambitious, though shy 
youngster. He was eager for further school- 
ing, but his stature and accent made him 
the laughing stock of his classmates. He 
went to work in a factory and attended 
night school, so as to improve his educa- 
tion. Just as he was making some progress, 
the depression came and with it the loss of 
his job During the period of idleness, 
faced with starvation, he gradually relin- 
quished his plan for a scholarly career and 
at last took a job as a street-cleaner. One 
day he slipped and fell, sustaining a trivial 
back injury. He was seen by a physician 
who strapped the back. The care and at- 
tention pleased him and the disability pay- 
ment gave him a sense of inner satisfaction. 
Somehow he was getting revenge against 
the cruelty .of the world which had mis- 
treated him. He was referred by the Indus- 
trial Commission of Ohio to Dr. Heyman. 
The doctor’s extensive examination was 
negative. Dr. Heyman and I| were both im- 
pressed by the Apollo-like, handsome ap- 
pearance and splendid, symmetrical mus- 
culature of the back. Despite the apparent 
normal structural status, the youth walked 
feebly and complained consistently, “My 


back is weak, I can’t lift, L can’t walk, lam 
tired, | must live in the sunshine.” 

In this instance, the fall with the resulting 
pain permitted an escape with honor from 
a shameful, unpleasant work situation and 
secured an inner feeling of revenge against 


society. 


DIFFERENTIAL DIAGNOSIS 


It is far from a simple matter to es- 
tablish a diagnosis of functional illness 
in the vertebral region. This can be ac- 
complished first on the negative side 
and then by positive findings. 

On the negative side is the exclusion 
of organic disease. One must first, by a 
careful history and a complete exami- 
nation, exclude pathology within the 
spine, the soft tissues, and adjacent 
structures. Frequently, observation in 
the hospital and the aid of an ortho- 
pedic consultant may be necessary. 

On the positive side, there are certain 
features which characterize vertebral 
neuroses. These are as follows: 

1. The Contradiction between Subjec- 
tive Complaints and Objective Findings. 
This item applies particularly to those 
patients who have numerous com- 
plaints, particularly of weakness, and 
vet who present splendidly muscled 
backs, with perfect posture and unre- 
stricted motion. In such individuals, 
the symptomatology is verbal. 

2. The Radtation of Symptoms. 
Whereas the pain in organic cases is 
limited to one region or radiates periph- 
erally, that is along the sciatic, in the 
neuroses the pain may radiate in many 
directions. Recently, J. S.,a patient of 
Dr. Gilpin, complained of pain in the 
lower back, which radiated to the back 
of the head, the stomach, and the 
heart. 

3. Substitution of Symptoms. The 
history will often indicate that the ver- 
tebral syndrome is but a temporary 
phase in the health history of the pa- 
tient. If such an individual has previ- 
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ously had nervous indigestion, mucous 

colitis, palpitation, and trembling, then 

one may infer that the back symptoms 
belong to the same category. 

4. The Neurotic Ring of the Svmp- 
toms. What is meant by the phrase 
“neurotic ring” is difficult to define. It 
is a concept of a patient’s symptoms 
which the experienced clinician may 
form. There are four features which 
suggest a neurotic character of symp- 
toms. They are: 

A. The Intensity of the Complaint. The 
pain is described as intense, burning, 
twisting magnified to indicate tre- 
mendous suffering. 

B. The Symptoms Occupy the Fore- 
ground of Consciousness. The patient 
is very much concerned about his 
symptoms; the entire attention seems 
to be focused on the back. 

C. The Fear Reaction Which is Present. 
Not only does the patient complain 
about the back, but he expresses fear 
of increasing helplessness, of paraly 
sis and poverty. He may mention 
that he is afraid that he has tubercu- 
losis or cancer or some other grave 
disease. 

D. The Utility of the EBT If a pa- 
tient has had a minor injury and is 
suing for a large sum of money or if 
the individual is obviously gaining 
an escape from a situation which is 
unhappy, one may suspect the symp- 
toms to be a shield or an escape. 

As an aid to diagnosis therapeutic 
tests are often valuable. If the symp- 
toms can be modified tremendously or 
removed by suggestion, then the dis- 
ease can hardly be organic. 

A minor procedure which has been 
of some help to me is the use of the tun- 
ing fork. The patient is asked whether 
or not he discerns the vibration as the 
fork is pressed along various parts of 
the spine. If the pain is from an organic 
cause, then the patient cries out when 
the tuning fork is applied to the painful 


area. The organic pain takes prece- 
dence over the interest in whether or 
not the tuning fork is vibrating. But if 
the pain is a psychalgia, then the pa- 
tient is eager to give a correct answer 
regarding the vibration or he might try 
to state that he does not feel the vibra- 
tion at all. The following observations 
have not been rare: A patient may have 
an area which is so painful that he 
shrinks crying from the gentlest touch 
of the palpating fingers. Yet, a few 
minutes later, the examiner can press 
with great firmness against this spot 
with the vibrating tuning fork and the 
patient will state, “I do not feel the 
vibration.” This procedure, the con- 
trast between palpation, coughing, and 
spontaneous pain, the difference be- 
tween the limitation of motion when 
tested as contrasted with movements 
performed spontaneously, are helpful 
aids in diagnosis. 

It must be pointed out also that the 
label “neurosis” in any region is not to 
be looked upon as a term of finality 
which ends all search. On the contrary, 
it is a working hypothesis which en- 
ables the physician to decide upon a 
course of treatment. It is often a ten 
tative diagnosis which may be set aside: 
if the further developments and coursc: 
of events reveal an organic cause previ 
ously not discovered or which developec 
subsequently to the initial examina- 
tion. 

The evaluation of X-ray findings of 
changes of the vertebral bodies, such as 
spurs and lipping, is a difficult problem. 
However, granted that such spurs and 
lipping are organic changes, they may 
not be proof that the back complaints 
of a particular patient are organic. All 
of us have seen tremendous changes in 
vertebral bodies with no symptoms at 
all. Likewise, spasticity of the erector 
spinae is not convincing evidence of or- 
ganic disease. The X-ray evidence as 
well as other findings must be viewed 
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against the background of an extensive 
history and a thorough examination. 
TREATMENT 

The treatment of vertebral neuroses 
is even more difficult than that of most 
neuroses. Space does not permit an ex- 
haustive consideration of this difficult 
problem of medicine. May [| mention 
briefly two attitudes: 1) what not to do; 
2) active therapy. 

1. In a discussion before the New 
York Academy of Medicine, Jellitte, 
response to a question as to what he 
would do for a certain neurosis, stated 
that he knew better what- not to do, 
than what to do. This remark is apro- 
pos in the present situation. If the con- 
dition is recognized, then procedures 
should be avoided which might fix the 
patient’s interest and attention upon 
the spine. For example, certain patients 
ask for braces, which they may wear 
indefinitely. A patient seen in consulta- 
tion is illustrative of this point. Mr. B. 
wore a brace supplied by his phy- 
sician over a period of nine. years. 
Mention of this incident to the resident 
in an orthopedic service provoked the 
remark that a patient had come to the 
‘ clinic wearing a brace which had been 
prescribed over twenty years ago. Such 
braces obviously do not offer support to 
a weakened back. The brace is merely a 
badge of disability. The patient clings 
to this badge as a testimonial of his or 
her difficulty. 

More serious is the matter of opera- 
tive procedures. In the grcup of verte- 
bral neuroses, I can recall one patient 
who had had three operations and an- 
other who had had six operations on 
the back. Barker and Threscher (2) cau- 
tion against such surgical procedures: 
“Orthopedists have even helped to fix 
the pathologic idea by the application 
of apperetee or by operations. 

One must attempt to learn some- 
thing of the problems of the individual 


which the back symptoms reflect. As a 
tool of psychotherapy, listening is more 
effective than lecturing. It is well, 
therefore, to allow the neurotic individ- 
ual to unload. his tale of woe, to elabo- 
rate his hidden and obvious fears, to dis- 
cuss his problems. He looks upon the 
doctor as a symbol of science and au- 
thority in the community. Then some 
guidance, explanation, assurance, and 
advice may be of great help. 

It is obvious that talking is not the 
only route to the psyche. Local pro- 
cedures applied to the back may be a 
more direct avenue to convince the 
patient. Consequently, the use of phys- 
iotherapy, including heat and massage, 
and occasionally injections of novocaine 
or saline, though applied locally, may 
have a repercussion in mental accept- 
ance. Sedatives may be necessary to 
calm fears, reduce hypersensitivity, and 
enable the patient to sleep. Certain in- 
dividuals will respond almost magically 
to any procedure. Others will persist 
with their symptoms indefinitely and 
go from doctor to doctor or from chiro- 
practor to osteopath, almost incurable 
neurotics. A more exhaustive consider- 
ation of treatment is included in Schild- 
er's (74) “Psychotherapy,” from a psy- 
choanalytic standpoint, and my own 
previous paper on “Treatment of the 
Neuroses Associated with Trauma (6). 

Medicinal treatment may often have 
to wait until a financial settlement or a 
change of occupation has been ar- 
ranged. Then it is possible to achieve a 
change in mental attitude and to utilize 
a variety of local and general measures 
in the hope of bringing about a recov- 
ery. 

CONCLUSION 

This paper aims to place emphasis on 
the clinical syndrome designated as 
vertebral neurosis. The various symp- 
toms and the physical and mental proc- 
esses responsible for them have been 
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touched upon. It is pointed out that 
such conditions are frequently organic 
at the outset. Then they become ex- 
tended and perhaps magnified because 
of fear and attention, and because the 
back symptoms serve the ego usefully. 
The patient who walks about slowly 
with a deformity of his back presents a 
picture which portrays pathology and 
which is utilized as a means of escape 
from an intolerable situation within 
the individual or in the environment. 
Clinical material has been described to- 
gether with clinical observations which 
are often overlooked or inadequately 
evaluated and certain points in differ- 
ential diagnosis have been mentioned. 
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TREATMENT OF A CASE OF ULCERATIVE COLETIS 
ASSOCIATED WITH HYSTERICAL DEPRESSION* 


(SEORGI kK. DANI Es. M.D.** 


rHE CASE OF chronic ulcerative colitis 
to be presented has been followed for 
several vears at the Presbyterian Hos 
pital, New York City. This study was 
stimulated, as that of another recent 
contributor (4, 5, 6) to the subject. by 
the work of the late Dr. Cecil Murray 
carried out at the Constitution Clinic 
of Dr. George Draper and first reported 
in 1931 (2, 3). Our case has been se- 
lected because of certain dramatic fea 
tures in the history, the clear interre- 
lation between psychic and_ physical 
factors, and as illustrative of the co- 
ordinate treatment program medical, 
surgical, psychiatric and social carried 
out over a period of nearly five years 
on an extremely severe case of the 
disease. 

The patient is a Jewish housewife, 
now thirty-two years of age, who had 
had three attacks of ulcerative colitis 
and was seen first in September 1934 


during her fourth attack. A sister also 
suffers from chronic colitis. The pa- 


tient’s. first attack occurred in 1925 at 
the age of eighteen and coincided with 
difficulties arisingin her courtship. This 
cleared up after six weeks in a_hos- 
pital. The second attack appeared after 
the initial signs of a fatal heart disease 
in her favorite brother. This attack was 
of short duration, but was followed by a 


* Read at the Joint Meeting of the New York Neuro 
and the Section of Neurology and 
Psychiatry of the New York Academy of Medicine, 
New York Citv, Mav 2, 1939. 

** From the Departments of Medicine and Psychi 
atry, Columbia University Medical Center, New York 
City. 
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more severe one four months later. In 
the meantime she had been married 
and her brother had died. Vhis third 
attack appeared on her brother's birth 
day, which had been made the occasion 
for erecting a monument at his grave. 
Anniversaries are of special importance 
in cases of ulcerative colitis. 

The patient had two pregnancies be 
tween the third and last attack of ul 
cerative colitis. The first pregnancy was 
associated with unusual circumstances. 
She had been told by one physician, 
whom she consulted after marriage on 
account of irregularities in menstrua- 
tion, that she had an infantile uterus 
and could not have children. Her own 
physician disagreed with this but 
stated that her uterus was undeveloped 
and that it would take several vears of 
marriage before she could have a child, 
so that pregnancy, which occurred after 
a year, was on one side hailed as vindi- 
cation, but on the other, was not wholly 
desired or expected. 

Her real lack of interest in this and in 
her second pregnancy was evidenced by 
the fact that in neither case did she 
make any sort of preparation for the 
child; and, perhaps definitely bearing 
on this rejection, was her inability to 
feel the quickening of the first child un 
til the seventh month, and then only 
when she made a definite ettort. Also, 
she was later aware that she had taken 
many chances of a miscarriage —among 
these, the practice of bearing down 
while on the toilet in response to bilat- 
eral pain accompanying an urge to pass 
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water, which she first experienced dur- 
ing the seventh month of pregnancy. 

One night a few days before the ninth 
month of the patient’s first pregnancy 
her husband was awakened twice by 
her crying and complaining that she 
could not pass water. On the first oc- 
casion, in response to his question 
whether this was not labor and whether 
he should not call the doctor, she re- 
plied in the negative. The second time, 
he became anxious and went out to call 
the ambulance while she sat on the 
toilet hoping the urinary discomfort 
could be relieved. 

As the husband opened the door on 
his return to the apartment, he heard 
a plop in the toilet like the sound of the 
result of an enema. He rushed into the 
bathroom to find his wife still sitting 
there, and glancing into the bowl, saw 
a mass with an intact cord leading to 
the vagina. He warned his wife to sit 
where she was, and ran out again, this 
time summoning the nearest physician 
in the block. Both this physician and 
the ambulance surgeon arrived at 
about the same time, They got her into 
bed and delivered the’ placenta. The 
ambulance surgeon, with more under- 
standing than sense, accused her and 
the husband of drowning the baby. 
This was both shocking and incompre- 
hensible to them. She was left without 
being cleaned up, and lay there in the 
gore from three A.M. until nine the next 
morning when the local physician re- 
turned. 

According to the patient’s own ac- 
count, checked many times, she was 
sure, when awakened, that she was not 
in labor because the pain was in the 
front and she had been told that labor 
pains were in the back. Even after the 
expulsion of the foetus she had no reali- 
zation that it was the baby, though she 
did think that the rush of fluid was due 
to the “waters breaking.”’ The whole 
episode was over in fifteen minutes and 


aside from a few moments of palpita- 
tion she experienced no marked discom- 
fort. When the doctor took the foetus 
out of the toilet her first remark was, 
“Oh, it’s a boy” which later seemed 
strange to her. She could not under- 
stand the ambulance surgeon’s state- 
ment, and as an explanation of the 
other doctor’s remark that she “knew 
how it happened,” she thought he re- 
ferred to intercourse which she had had 
two hours before. Another statement 
which in retrospect seemed strange was 
the remark, “I knew it all the time,” 
which she had made when she saw the 
death certificate. With psychotherapy 
she later recalled other details which 
she had repressed. The foetus was not 
weighed but was estimated at five 
pounds. The local physician who was 
called in, as well as the one who had 
given prenatal care, substantiate the 
facts as far as they are able. 

For the next few months the pa- 
tient was depressed and hated to meet 
any of her friends to whom she had ear- 
lier announced her satisfaction about 
the coming child. She continually saw 
the vision of the dead baby as it was 
held up by the doctor, and went over 
and over the remarks made by the 
physicians. She was anxious to have an- 
other child and consulted a doctor who 
told her that she could, but that she 
should wait six months. This she did, 
and again became pregnant. With preg- 
nancy her depression was no longer 
consciously present. 

In the second pregnancy, she devel- 
oped tachycardia with her first labor 
pains. In view of the continued tachy- 
cardia, labor was induced in a hospital 
and she was delivered of a living male 
child in April 1934. She had a com- 
plete amnesia for the twelve hours pre- 
ceding delivery and a partial one for 
the two days following, concerning 
which she remarked, “It seemed a 
question of fifteen minutes and not at 
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all two days.”’ Both the anaesthetic 
miscarriage and this amnesia appear to 
have been on an hysterical basis. Her 
delivery did not stop the tachycardia, 
and because of fear that cardiac col- 
lapse might ensue, a cardiologist was 
called in. The family report that the 
patient did not seem at all aware of the 
seriousness of her condition, asked how 
the baby was, and remarked what an 
easy labor she had had. The patient 
later compared her speech and manner 
with that of her brother just before his 
death. During the last few days in the 
hospital she felt well and was dis- 
charged in ten days to her mother’s 
home. 

Three days after returning home her 
bloody diarrhea returned, precipitating 
the fourth and present attack of ul- 
cerative colitis. There were a number 
- of circumstances which appear to have 
contributed to this in addition to the 
birth itself. Members of the family had 
sought to impress on her how ill she had 
been while in the hospital and reported 
that the cardiologist had stated that if 
the tachycardia could not be stopped 
in forty-eight hours there would be no 
hope for her. It is difficult to evaluate 
the influence of these alarmist state- 
ments at that time, although later be- 
havior showed they had had an effect. 
Both she and her husband stress the 
importance of a running argument be- 
tween the patient and her mother 
about the patient’s husband whom the 
mother disliked. This argument, which 
just preceded the colitis attack, lasted 
over a day and a half. Any difference 
with her mother always upset her and 
on other occasions served to increase 
her symptoms. The death of a baby 
nephew, who was a namesake of the 
favorite brother, two weeks before on- 
set of labor also seemed to have stirred 
up an old wound. 

The patient was treated at home for 
three weeks. On the occasion of her 


first getting up to go to the toilet she 
had an attack of choking, and, after a 
wierd cry that brought in the neigh- 
bors, fell unconscious to the floor. A 
short period of tachycardia followed. 
She was readmitted to the first hos- 
pital where she remained for five and a 
half weeks. In July 1934, three months 
after the beginning of this attack, she 
was admitted to the Presbyterian Hos- 
pital and remained until January 193. 
On admission she had a temperature of 
102.6; Hgb. 52 per cent; RBC 3,720,- 
000; WBC 14,400. Physical examina- 
tion was essentially negative except for 
tenderness in the left lower quadrant 
and two fistulous openings at the anus. 
She was having an average of twelve 
stools a day. These contained blood 
and pus. Repeated stool examinations 
by the Department of Tropical Medi- 
cine revealed no ova, amoeba or other 
parasites. Stool cultures were repeat- 
edly negative for typhoid, the para- 
typhoids, and the dysenteries. Smears 
from the fistulae were negative for tu- 
bercular organisms and there was no 
other evidence of tuberculosis. The 
Kline test was negative. Barium enema 
done ten days after admission showed 
absence of the usual haustral markings 
in the transverse, descending, and as- 
cending colons. This is the picture usu- 
ally associated with chronic colitis. 
Kurther intestinal studies were made 
and films at three, five, and ten hours 
following oral ingestion of barium were 
obtained together with fluoroscopy at 
the three and ten hour periods. These 
showed evidence of marked colonic ir- 
ritability consistent with the clinical 
interpretation of chronic ulcerative co- 
litis. In these intestinal studies, and in 
those repeated two weeks later, there 
was no evidence of small intestinal dis- 
ease or abnormality. 

It was thought inadvisable to subject 
the patient to proctoscopic examination 
because of her mental condition. Later, 
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in the out-patient department this ex- 
amination was made and repeated at 
intervals. It revealed the presence of 
ulcers and polyps of various sizes with 
some narrowing of the lumen of the up- 
per rectum and lower sigmoid. Stereo- 
scopic radiographs after injection of air 
also demonstrated polyposis of the co- 
lon. Surgical repair of the fistulae was 
also postponed for several months and 
occurred toward the end of her hospital 
stay and after psychotherapy had been 
started. These fistulae represented an 
extension of the ulcerative process. 

The patient was given dietary and 
high vitamin treatment. She had a 
blood transfusion shortly after admis- 
sion. Bismuth and a course of kaolin 
brought no results. Since discharge she 
has been tried on various new medical 
treatments. The reactions to irradiated 
auto-transfusions and prontosil were en- 
tirely negative. She received some ben- 
efit from zinc peroxide enemata and at 
the present time is on a course of neo- 
prontosil to which she shows some fa- 
vorable reaction. 

Ten days after admission she had an- 
other attack of paroxysmal tachycar- 
dia associated with precordial pain. It 
is noted in the chart that the patient 
was crying and tremendously appre- 
hensive, “having, unfortunately, been 
told on the outside that unless an at- 
tack could be controlled ‘within forty- 
eight hours’ it would be fatal.’ After 
fifteen minutes this attack was con- 
trolled by vagal pressure. Ten days later 
she had a second and remarkable at- 
tack of tachycardia. This attack began 
while she was on the bed pan and noth- 
ing that was tried, including drugs, 
served to stop it. The patient’s appre- 
hension mounted as she reached the 
deadline. She watched the clock much 
of the time. Between the forty-seventh 
and forty-eighth hour the tachycardia 
subsided and her pulse, which had 
reached as high as 205, again became 


regular. As it subsided it was replaced 
by pain beneath the sternum. No ex- 
planation for this could be found in the 
heart or lungs. The patient’s account of 
this attack is substantiated by the hos- 
pital chart. 

A psychiatric consultation was re- 
quested in September 1934, a month 
and a half after admission to the Pres- 
byterian Hospital, because the patient 
had been disturbed, often weeping and 
crying. Her chief complaint was of the 
substernal pain which had continued 
since disappearance of the tachycardia. 
The affect displaved in voicing this 
complaint revealed clearly its conver- 
sion character. She was encouraged to 
discharge her affect freely during and 
between interviews, and after several 
days her chest pain began to subside and 
soon disappeared. As is characteristic 
of an hysterical symptom, however, fo- 
cus of treatment on one site often leads 
to a migration, which in this case was 
to the anal region. She began to com- 
plain in the same aftfect-laden way of 
the fistulae. The hysterical reénforce- 
ment of the natural discomfort experi- 
enced there might have been success- 
fully camouflaged if the shift had not 
been observed in the process of psycho- 
therapy. Such reénforcement of an 
obvious painful lesion is most difficult 
for the general medical man or surgeon 
to understand. It is usually argued that 
the patient has a perfect right to be up- 
set, and the opportunity to evaluate 
and treat an important complication is 
lost. 

With further mental catharsis, the 
less concealed sources of her com- 
plaints precipitated out. One reiterated 
complaint was her express disappoint- 
ment that she was not at home to look 
after her baby. This was expressed in 
exaggerated form, an evident reaction 
to her rejection of the child, the pros- 
pect of return to which was more likely 
to foster the diarrhea than to relieve it. 
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She was gradually shown her mixed at- 
titude toward the child. This was made 
possible as the details of her miscar- 
riage began toappear. Butevenafter her 
eventual return homesome time elapsed 
before she would attempt to care for 
the baby, and at first she would have 
attacks of palpitation or intestinal 
cramps when she lifted or bathed it. 

Her resentment toward her husband 
was quite consciously expressed and di- 
rected chiefly toward his inability to 
earn as a taxi driver what she consid- 
ered an adequate income. She felt that 
life was hardly worth while without 
more comforts than they could afford. 
As treatment progressed, a more fun- 
damental reason for dislike of her hus- 
band became evident. He is of border- 
line mentality, and although willing, 
industrious, and good-hearted, is illiter- 
ate and stupid. She had sensed his in- 
adequacies before marriage and they 
were undoubtedly an unconscious rea- 
son for her choice. He was a person 
whom she could care for and dominate 
intellectually, but whom she resented 
because she could not lean on or get 
material comforts from him. He, how- 
ever, loved her and the baby, and ex- 
hibited many of the qualities of a large 
and faithful dog. 

During the hospital residence she 
soon demonstrated the relationship be- 
tween emotional conflict and physical 
symptoms, illustrations of which have 
continued throughout the course of the 
disease. On New Year’s day, her hus- 
band’s failure to bring in the usual 
amount of tips, a remark casually 
dropped by her father that she was get- 
ting well enough to be discharged soon 
and the failure of her mother to come 
in on a regular visiting day when she 
had made the annual visit to the 
brother’s grave were all registered by 
acute exacerbation of symptoms. Nat- 
urally, other factors have to be con- 
sidered in such evaluation, but the in- 


stances accumulated were too telling to 
disregard. One such striking incident 
occurred some time after she had left 
the hospital when she attended her 
cousin’s high school graduation. While 
there she had to excuse herself about 
ten times to go to the toilet and after 
getting home she had to go thirty times 
during the night. Her average bowel 
movements, which had become five a 
day, stepped up to ten for several 
weeks. She spontaneously volunteered 
the information that she had failed to 
attend her brother’s graduation some 
vears before on account of a date, and 
had felt guilty for many days afterward 
because of her failure to obtain a ticket 
for it. 

Although the patient had little reali- 
zation of its importance at this time, it 
became evident to all who had dealings 
with her mother that the mother was 
one of her most important problems. 
Therefore, the necessity of the patient’s 
eventually reéstablishing her own home, 
if she were to again become active, was 
stressed to members of her family while 
she was still in the hospital, although 
it was a year before the patient was 
ready for this step. At the end of six 
months, the patient was discharged to 
a convalescent home for a few weeks, 
after which she was much improved 
and returned to her parents’ home. 

After a month her diarrhea began to 
step up again and her mental condition 
gave cause for concern. She had many 
lugubrious thoughts among others, 
that she was not going to live more 
than six months. She was more antag- 
onistic toward her husband, had little 
interest in her baby whom she was in 
constant fear she would injure, and fre- 
quently had images of her dead brother 
with whom she would carry on imagi- 
nary conversations. She also spent much 
time in day-dreaming of coming into 
great wealth and distributing this 
among family and friends. Her bad 
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mental and physical condition with the 
probability that she would again have 
to be hospitalized unless something 
were done, led to recourse to a more rad- 
ical method of psychotherapy. A peri- 
od of modified free association on the 
couch two to three times a week was 
inaugurated and continued for three 
and a half months. This was not an at- 
tempt to conduct a psychoanalysis, but 
a rough and ready first-aid remedy. 
The attempt was made to keep the ma- 
terial from going too deeply. Associa- 
tion was directed, instead of being al- 
lowed complete freedom. Dreams were 
not encouraged, and interpretations 
were made only of the more obvious 
situational factors and not of symbolic 
material.! 


1 The exploration of the paticnt’s unconscious 
trends through free association and dreams was in- 
sufficient both in duration and depth to determine to 
what degree the stools had the meaning of restitution 
or were a symbolic expression of hostility as described 
by Alexander in cases of mucous colitis investigated 
psvchoanalytically (F. Alexander: The logic of emo- 
tions and its dynamic background, The International 
Journal of Psycho-Analysis, 76: 1-15, 1935, and F. 
Alexander: The influence of psychologic factors upon 
gastro-intestinal disturbances:* A symposium, The 
Psychoanalytic Quarterly, 3: so1-s88, 1934). Our 
patient did have numerous phantasies of coming into 
great wealth and the phantasy of distribution of this 
money at one time, at which her diarrhea was most 
active. Also, her general attitude toward money was 
that encountered in anal erotic characters. Her 
mother, in giving the history, remarked that when 
the patient had her first attack of colitis she knew 
that the patient was in love with her husband be 
cause she had lent him a considerable amount of her 
savings, and as a rule she was very stingy about 
money matters. According to Alexander, the colitis 
patients break down at just the points where adult 
genital giving is required—engagement, marriage and 
childbirth. Because they are incapable of adequately 
meeting the demands, they revert to a more infantile 
means of fulfillment. The confusion between child and 
feces, which existed in one of Alexander's cases, was 
beautifully demonstrated by our patient. Alexander 
also brings out the fact that in female patients with 
spastic colitis, the diarrhea often represents not only a 
compensation for their dependence, but a rejection of 
feminine passive desires by active giving, thus main- 
taining the male attitude. Though such unconscious 
connections could not be demonstrated in our patient, 
she was in all relations to her husband the active, even 
dominating partner, 


Shortly after the institution of this 
treatment the patient began to develop 
choking sensations with palpitation 
and anxiety. It had been explained to 
her while she was still in the hospital 
that it was likely, as treatment pro- 
gressed, that her palpitation would re- 
cur. This was a maneuver of reassur- 
ance to anticipate the return of anxiety 
manifestations which had preceded the 
more obvious conversion symptoms 
and which were sure to return in the 
process of their resolution. With this 
reappearance of anxiety, her diarrhea 
began to subside. 

In this period of treatment her hos- 
tile trends toward her baby could come 
out more clearly. She was not only 
afraid to go near an open window her- 
self for fear that she might fall out, but 
also suffered from the fear that the 
baby might fall or, later, that she might 
obey an impulse to throw him out. 
Even later this took the form of fear of 
a certain kitchen knife with which she 
might injure the child or her husband. 
A great deal of further guilt also ap- 
peared in relation to the death of the 
first child. It was not, however, until a 
year and a half later when a sister-in- 
law developed a post-partum psychosis 
with trends directed against her child, 
that the patient could see clearly her 
part in the first child’s death and the 
continuing hostile drive. The degree of 
insight was temporary, however, as the 
material stirred up by her relative’s 
condition soon closed over. 


One of the drawbacks to any direct application of 
findings in spastic colitis to ulcerative colitis without 
an equally intensive psychological study of the latter 
is that the two conditions rarely appear in the same 
patient. There must, therefore, be some fundamental 
difference, and one would expect this to be not only 
in constitution, but in personality make-up as well. 
One of the important differences, and perhaps the 
deciding one, is that the ulcerative colitis patients 
seem to have a more narcissistic character organiza 
tion. They often show virulent unconscious hostility 
with psychotic trends predominating over psycho 
neurotic ones. 
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The most striking development dur- 
ing the first period of free association 
was the discovery of her hostility to- 
ward her mother of which she had been 
unaware and which nad served as one 
of the chief bonds of servitude and de- 
pendence. Her mother was a cantanker- 
ous woman who had become much 
more embittered following the death of 
her son. This son and the patient had 
always sided with the mother against 
other members of the family, resenting 
any criticism of her. The patient con- 
tinued this attitude, upholding her 
mother against her father, and later 
either sided with her against her own 
husband or was torn by a conflict of 
loyalties. To illustrate the degree to 
which this went, she paraphrased the 
slogan, ““My country, right or wrong” 
into, ““My mother, right or wrong.”’ 
’ The fact that she recognized that the 
other person had some justification was 
likely to make her more vociferous in 
her defense of her mother. The depriva- 
tion which loss of love meant and its 
importance in leading to disturbance 
was illustrated not only in her relation 
to her mother, but to mother surro- 
gates. 

During this three and a half months’ 
period of free association the transfer- 
ence made itself unmistakably evident 
though in no way a problem. Her iden- 
tification of the analyst with her dead 
brother came out in many ways. While 
on the street car on the way to inter- 
views she would often imagine that her 
brother was guiding her and that he 
would see that she had the proper medi- 
cine and care. Through the transference 
she was able to some degree to ex- 
change her attachment from a dead to 
a living subject. The patient produced 
one dream which surprised her because 
she was not in the habit of remember- 
ing her dreams. In this she came to see 
the psychiatrist with her husband, 
leading a nine-year-old boy whom she 


identified as her dead brother. The 
dream and associations brought up his- 
torical material associated with both 
her brother and husband. With the 
former, it related to his soiling his 
pants; with the latter, it referred to a 
quarrel and a reconciliation which had 
taken place. This and other evidence 
pointed to the conclusion that hostility 
toward this consciously adored sibling 
also played an important rdle in her 
symptoms. It was not thought wise to 
open this up in treatment. Following 
this dream her relations to her husband 
were much improved and her positive 
attitude and love for him reasserted it- 
self. This was the only dream reported 
and, as mentioned, dreams were not 
encouraged. 

As her insight into her hostility in- 
creased, her negative attitude toward 
her mother expressed itself at first in a 
projection of this onto the surgical de- 
partment and in her acting out of a 
certain amount of antagonism toward 
the hospital personnel. Then began an 
increasing attempt to stand up for her 
and her husband’s rights in the face of 
the family’s, particularly the mother’s, 
exploitation of her dependence and 
earlier submissiveness. This came to a 
crisis over whether they would go with 
her family to the seashore under ex- 
tremely unpleasant conditions. She 
showed her realization of the fight that 
her mother would put up to hold her 
when she stated that her mother would 
prefer to have her sick and at home 
than well and away. Such an attitude 
is not uncommon in the families of 
ulcerative colitis patients. The family 
was very angry and counted on her 
helplessness and difficulty in maintain- 
ing herself and the child alone to force 
her into submission. During this quar- 
rel she recalled with some apprehension 
that the diarrhea had begun a year 
before after the protracted argument 
with her mother already referred to. 
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She did not yield and for the first time 
realized that she was able to live alone 
with her husband and baby in spite 
of her remaining symptoms. After a 
few weeks of self-sufficiency, however, 
against her better judgment she did 
join the rest of the family at the beach 
because of the importuning of a brother 
on the ground that others would not 
understand it if she remained at home 
alone. She soon found the situation in- 
tolerable, but instead of submitting and 
falling ill, she accepted the challenge 
and gained through it added independ- 
ence and the ability openly to express 
her resentment. 

During the period at the beach the 
mother took special occasion to show 
her dislike for the patient’s husband 
and to interfere with their relationship. 
She openly resented any love-making 
on the part of the patient and her hus- 
band. She would ordinarily let the 
patient stay in bed until nine in the 
morning, but on week-ends and on 
other occasions when the husband had 
a day off she would insist on the pa- 
tient’s getting up at six. A sister-in-law 
also began to impose unduly on them. 
She flew into a rage when the patient 
and her husband elected to go for a walk 
with their baby instead of remaining 
at home to tend her children so she 
could go to the movies. The rest of 
the family retaliated for the assertion of 
independence by making the patient 
sit apart from them at meals and by 
refusing to talk to her. She became so 
goaded by the continual abuse that she 
began for the first time to tell her 
mother what she thought of her, fought 
it out with her sister-in-law, and finally, 
realizing it was impossible to continue 
there, had her husband bring down his 
cab and take her and the baby home. 
After her return to the city she felt 
better than she had at any time since 
her illness had started, and she was 
convinced of her ability to maintain 


her own home. Without the prelimi- 
nary groundwork in the previous spring 
it is questionable whether she could 
have risen to this occasion. 

It is of interest that during August 
she had her first attack of hay fever 
and asthma. She was later found to be 
sensitive to ragweed and was given in- 
jections. The allergic disturbance has 
not been prominent but the appear- 
ance of asthma at the time of separa- 
tion from her mother is of interest (7). 
The triad of ulcerative colitis, disturb- 
ance of heart rhythm, and asthma 
have been encountered in other cases 
of ulcerative colitis, one often replacing 
the other. 

In the fall, due to the summer’s ex- 
perience, it was possible to plan con- 
cretely for her to reéstablish her own 
home which had been first discussed a 
year before, but which the patient’s 
dependence on her mother—-in part due 
to her repressed hostility——had made it 
impossible to consider in a practical 
way. In order to do this it was neces- 
sary for the husband’s earnings to be 
temporarily subsidized. Throughout 
the case the Social Service Department? 
has rendered invaluable service, and 
during necessary periods has replaced 
a bad mother with a good one. Through 
the Social Service of the Psychiatric 
Department of Vanderbilt Clinic it was 
possible to arrange for the financial 
help of a social agency in order to carry 
out a plan of temporary aid. This was 
generously given during a three and a 
half year period and its withdrawal this 
March coincided with the husband's 
having gotten a job and salary com- 
mensurate with the economic needs of 
the family as an independent unit. It is 
very doubtful whether the patient 

2 This was largely made possible through the inter 
est and help of Miss Mildred A. Voorhees, Department 
of Psychiatry, Vanderbilt Clinic, with the aid of th 
Jewish Social Service Association of New York City to 
whom we are indebted for making the social plan 
practical. 
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would have been able to attain her 
present degree of improvement if ar- 
rangements could not have been made 
for her to leave her mother’s home. 

As was to be expected, while she was 
looking for her new apartment she had 
some acute return of symptoms. The 
situation was further complicated by 
her sister who moved with her children 
into the parental home because of 
her husband’s desertion. The circum- 
stances of this desertion were unfortu- 
nate and led to much unpleasant argu- 
ment. However, this did increase the 
patient’s desire to get away. During 
this period of uncertainty three and a 
half years ago she had her last severe 
attack of tachycardia which began with 
choking and suffocation. It was pre- 
cipitated by a sharp quarrel with her 
mother. The tachycardia lasted five 
‘ hours. After the first few minutes the 
patient remained calm and waited for 
it to subside. The members of her 
family were much more concerned than 
she, and tried to persuade her to call a 
doctor or come to the hospital, which 
she refused to do. 

A few days later she had an acute 
return of diarrhea. The stools, which 
had been averaging five in twenty-four 
hours, stepped up to fifteen and 
twenty. It was feared that more inten- 
sive therapy might have to be given, 
but the condition lasted only the few 
days that she was making her final ar- 
rangements for moving, and then it 
subsided. She stated that after she left 
the parental home her mother began to 
take her venom out on the sister who 
had a return of her colitis. 

The patient was not seen by the phy- 
sician for five months after moving to 
her new home, and has been seen for 
only brief periods since. Although not 
rendered symptom free, she has learned 
to handle most disturbances herself. 
She has observed that emotional diffi- 
culties are the most likely contingencies 


to bring renewed frequency of stools. 
These situations are now more likely to 
be appreciated than repressed, and the 
liability of prolonged recurrences has 
been demonstrably lessened. On sever- 
al occasions she has reviewed her hus- 
band’s limitations. Previous to treat- 
ment, she had been unable to discuss 
these with anyone and, in fact, had 
hardly dared to accept them her- 
self. She has also accepted the fact that 
her child may not be so bright as 
some children. Undoubtedly there is 
still conflict on both of these scores, and 
her compulsive ideas of harming the 
child have not entirely disappeared, 
but they are at least out more in the 
open. Some of the antagonism toward 
her husband expresses itself in rounda- 
bout ways such as going into gales of 
laughter when he injures himself physi- 
cally in slight ways. She does appreci- 
ate his constancy and industry, and on 
the whole they get on fairly well. 
Whether the resolution of this conflict 
would lead to separation js not clear. 

That the volcano is still smoldering 
is attested to by any penetrating surgi- 
cal or psychiatric investigation. Dr. 
Charles L. Janssen, on recent procto- 
scopic examination, found that the low- 
est part of the rectum showed definite 
signs of healing, but that the upper rec- 
tum and sigmoid still showed narrow- 
ing, ulceration and prolapse. The pa- 
tient also has numerous palpoid 
growths which he has been watching 
for the possibility of malignant degen- 
eration. It is his opinion that colecto- 
my, which has been considered for a 
long time, is the logical thing to do if 
the local condition does not clear up 
more completely; but as long as her 
general condition improves. steadily 
and there is local improvement, he has 
continued to depend on conservative 
treatment. 

Among the contraindications for sur- 
gery, and another argument for con- 
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servative treatment as long as possible, 
is the nature of the patient’s depressive 
mental trend. The colitis in this, as in 
some other cases studied, appears to 
represent the expression of an uncon- 
scious suicidal trend* which is a power- 
ful force working against recovery, 
ready to take advantage of any ad- 
verse circumstances. I would expect, 
therefore, that convalescence from op- 
eration would be prolonged in this case. 

Considerable insight into these un- 
conscious forces is afforded by her re- 
action to a discussion with the surgeon 
a few weeks ago on the possible neces- 
sity for surgery. After the interview she 
had a fantasy that on the first anniver- 
sary of her father’s death, which would 
be in the following month, her grave- 
stone would appear next to his, and 
that her friends would remark that hers 
Was a very unfortunate family. This 
seemed to her the picture of an accom- 
plished tact which she contemplated 
without any particular affect. It is evi- 
dent that the depressive virus is still 
active and virulent beneath the surface. 
SUMMARY 

A Jewish housewife of 32 with a his- 
tory of three previous attacks of ul- 
cerative colitis has been followed psy- 
chiatrically during most of the five 
vears of her fourth attack. Between the 
third and last attack the patient had 
two pregnancies. The first was termi- 
nated by her giving birth to the foetus 
into the toilet, the second initiated a 
prolonged attack of tachycardia and a 
period of partial amnesia. 

Psychiatric exploration revealed deep 
unconscious hostile trends and suicidal 
drives. She was given nine months of 
intensive psychotherapy, three months 
of which was in the form of free associa- 
tion on the couch. Through psycho- 

* The Yale group has independently arrived at the 
same conclusion. See reference in a discussion by Dr. 
Fugen Kahn, Archives of Neurology and Psychiatry, 
f/: 843, 1939. 


therapy she was able to significantly 
emancipate herself from her family. 
Social Service assisted her in reéstab- 
lishing her own home which was an 
essential step in treatment. Hay fever 
and asthma appeared for the first time 
during this transition and there was an 
acute flare-up of palpitation and diarrhea 
when she made the actual step of mov- 
ing to a new home three and a halt 
years ago. Since then she has had 
only occasional psychiatric following. 
Though some frequency of stools per- 
sists and she has occasional diarrhea 
which is usually conditioned by emo- 
tional factors, any serious recurrence 
has been avoided. The colon shows 
chronic changes which make complete 
recovery improbable and the persist- 
ence of depressive trends further modi- 
fies the prognosis. The greater severity 
and duration of her last attack seems 
to have been due to an altered life situ- 
ation with conflict related to a neu- 
rotically conditioned marriage reén- 
forced by childbirth for which she was 
ill prepared. Various medical proce- 
dures tried have thus far had relatively 
little effect on the disease process and 
it seems fair to assume, in view of the 
severity of the colitis at the beginning 
of the fourth and last attack, that psy- 
chotherapy has been an important fac 
tor in the arrest of the disease and in 
her social recovery. 
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REVIEWS, ABSTRACTS, 


PERSONALITY AND EMOTIONAL 


WITH HYPOTHALAMIC LESIONS 


Bernarb J. Atpers, M.D., Se.D.* 


INTRODUCTION 


DESPITE THE ever-widening spread 
the borders of psychiatry, with its em- 
phasis on the psychogenesis of emo- 
tional and personality disorders, medi- 
cal science is still constantly alert to the 
possibility of finding structural bases 
for presumably psychogenetic disor- 
ders. While this attempted correlation 
of structure and function has vielded 
barren results in the past, and has 
therefore been in part responsible for 
the flowering of psychodynamic con- 
cepts, workers have continued to believe 
that such correlation might be possible. 
Encouragement in this attitude has 
been given partly by experimental re- 
searches which have disclosed startling 
data concerning the functions of the 
nervous system, partly by the develop- 
ment of our knowledge of special re- 
gions such as the hypothalamus, and 
partly by the clinical correlation of ex- 
perimental data on emotional reac- 
tions. As more and more data concern- 
ing the hypothalamus have come to 
light, it has become increasingly appar- 
ent that this region of the brain not 
only plays an important part in the 
regulation of vegetative functions, but 
that it also appears to exercise some 
role in emotional regulation and possi- 
bly also in personality development. 
The precise nature of these functions is 
still in process of investigation, but it 
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has been deemed advisable at least to 
correlate what data are at present a- 
vailable in order to determine the exact 
state of our ignorance concerning the 
structural basis of the emotions and 
personality as they are related to the 
hypothalamus. 


SELECTION OF MATERIAL 


In order to provide a sound basis for 
the development of whatever conclu- 
sions seem justified from the data avail- 
able in the literature it was decided to 
regard as acceptable for this report 
only experimental investigation with 
necropsy data, and clinical reports with 
autopsy material. This necessarily ex- 
cluded a large number of purely clinical 
reports having to do with the relation 
of the hypothalamus to the emotions 
and personality disorders. This attitude 
seemed justified because, while it ex- 
cluded much pertinent material, it also 
tended to remove from consideration 
much unreliable data. It is true that 
recent years have disclosed many facts 
relating to the functions of the hypo- 
thalamus. It does not follow, however, 
that our clinical knowledge of localiza- 
tion in the hypothalamus has grown 
apace with the experimental findings; 
our knowledge of clinical localization in 
this region is still indefinite. 


EXPERIMENTAL Dara 


There is good evidence that the hy- 
pothalamus is concerned with emotion- 
al expression. Whether it participates 
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in the actual mood changes accom- 
panying emotional manifestation re- 
mains to be considered. 

Among the earliest experiments per- 
formed to elucidate this problem were 
those of Goltz (77), whose decorticate 
dog has become classical, in the study 
of the localization of emotional reac- 
tions. Goltz’s decorticate dog survived 
for 18 months after operation. It ex- 
hibited signs of rage similar to that of a 
normal dog, an emotion which was 
readily elicited at all times, and accom- 
panied by manifestations of sympathet- 
ic activity. For example, removing the 
animal from its cage evoked barking, 
growling and biting. A similar dog stud- 
ied by Rothmann (30) was precipi- 
tated into a fit of rage by gentle 
scratching of the back or by the pres- 
ence of a fly on his nose. Incidental ob- 
servations on the emotional reactions 
of decorticate cats were made by Schal- 
tenbrand and Cobb (37) who found 
that one of their cats “showed different 
moods.” They state that “in general 
she was gentle, but during two periods, 
each lasting several days, she was very 
excitable and reacted with definite 
signs of anger to every. stimulus.” 
Similar, but more extensive observa- 


tions were made over a_ period of 


months on two decorticate cats by 
Dusser de Barenne (72). These animals 
exhibited severe emotional reactions to 
incidental stimuli. Thus, lifting the 
animals caused spitting, growling, and 
erection of the hair. 

The type of rage reaction elicited in 
decorticate animals was designated by 
Cannon and Britton (8) as ““sham rage” 
in order to differentiate it from the 
rage of normal animals with the more 
complex mood changes, elicited under 
different conditions. This “sham rage”’ 
was studied by Cannon and Britton in 
acute decorticate cats. Upon emerging 
from the anesthetic these animals ex- 
hibited “a group of remarkable activi 


ties such as are usually associated with 
emotional excitement,” characterized 
by lashing of the tail, arching of the 
trunk,. thrusting and jerking of the 
limbs in the thongs which fastened 
them to the animal board, protrusion 
of the claws and clawing movements, 
snarling, attempts to bite, panting, 
movements of the tongue to and fro, 
all of these accompanied by signs of 
sympathetic activity such as erection 
of the tail hairs, sweating, dilatation of 
the pupil, tachycardia and elevation of 
the blood pressure, and secretion of the 
adrenin. ‘“‘These activities occurred 
without special stimulation in ‘fits’ 
lasting from a few second to many 
minutes with intervening periods of 
quiet during which a fit could be 
evoked by the slightest disturbance of 
the animal.” (Bard). 

Further observations concerning the 
expression of “sham rage’’ were carried 
out by Bard (2, ? and ¥) in four cats 
and three dogs studied during long sur- 
vival periods, in which decortication 
was performed. “‘Each of the four ‘de- 
corticate’ cats exhibited definite signs 
of anger when stimulated in various 
ways. Pinching the tip of the tail or 
the loose side of the flank evoked a 
stereotyped reaction consisting of lower- 
ing of the head, raising the back, retrac- 
tion of ears, loud growling, hissing, bit- 
ing, alternate striking movements of the 
forelegs with claws unsheathed, erection 
of the hair, pupillo-dilatation, retrac- 
tion of mictitating membranes, widen- 
ing of the palpebral spaces, cardiac ac- 
celeration, and occasionally sweating 
from the toe-pads.”” 

Important additional features of the 
reaction were the fact that the rage was 
undirected, that it never outlasted the 
stimulus, subsiding with removal of the 
stimulation, and that there was a vari- 
ability in the strength of the stimulus 
required to evoke the response, which 
sometimes appeared with ease, at others 
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only after more severe stimulation, Sim- 
ilar reactions were obtained from the 
decorticate dogs. 

All these experiments pointed to the 
fact that cats and dogs deprived of 
the cortex were capable of expressing 
a sort of blind rage reaction designated 
as sham rage, which was accompanied 
by ditfuse sympathetic responses such 
as 1s seen in normal rage reactions, as 
shown by the observations of Cannon 
and Britton, and Bard. Obviously, the 
cortex itself was not necessary for this 
sham rage. Some lower brain area ap- 
peared to be involved. It remained for 
the careful investigation of Bard to 
demonstrate that the area essential for 
these rage reactions was the hypothal- 
amus. As Bard himself pointed out, 
section of the brain stem behind the 
hypothalamus, as for example in the 
‘classical Sherrington decerebate ani- 
mal, failed to elicit evidence of the rage 
reaction. 

The localization of the expression of 
sham rage was worked out by Bard and 
his co-workers in a series of 46 acute 
experiments as well as in four chronic 
decorticate cats and three chronic de- 
corticate dogs. In the acute experi- 
ments the sham rage occurred regularly 
after ablation of the corpora striata and 
the rostral half of the diencephalon. 


“It appeared in typical form in still 
more caudal truncations of the brain-stem. 
For example, sham rage of maximal inten- 
sity occurred when there remained above 
the midbrain only a thin, caudal segment 
of the diencephalon. This consisted, ven- 
trally, of the distal portion of the hypo- 
thalamus and dorsally, of a corresponding- 
lysmallamountof thalamus, metathalamus, 
and epithalamus. That the dorsal portion 
of this region is not essentially concerned in 
the activity was shown by the results of 
other experiments in which the section 
passed ventrally and rostrally from the an- 
terior colliculi. In these animals there re- 
mained of the diencephalon only the 
greater part of the hypothalamus and very 


small ventrocaudal fractions of the thala 
mus. When the brain-stem was truncated 
at the caudal extremity of the diencephalon 
or through the cranial portion of the 
mesencephalon, the sham rage invariably 
failed to develop. ... From these results 
the conclusion was drawn that the dis- 
charge of nervous impulses which evokes 
this extraordinary motor activity or the 
acute decorticate preparation is condi- 
tioned by central mechanisms which lie 


within an area comprising the caudal halt 


ot the hypothalamus and the most ventral 
and most caudal fractionsoft the correspond- 
ing segment of the thalamus... . - Anatom- 
ical consideration makes it improbable that 
the small remnants of certain thalamic nu- 
clei left in some of the active animals were 
of any functional significance. Consequent- 
ly it may be stated with assurance that the 
sham rage depends on the caudal hypo- 
thalamus.”’ 


A more precise localization of the hy- 
pothalamic area involved in the sham 
rage response was worked out in chron- 
ic decorticate cats by Bard and Rioch 
(5). In one animal (cat 103) which sur- 
vived for 28 months and showed typi- 
cal rage reactions on pinching the tail, 
a hindfoot, the skin of the flank, and 
occasionally on being brushed or lifted, 
anatomical studies showed that the fol- 
lowing structures had been destroyed: 
the entire neopallium except for a small 
portion on the right (G. Splenius pos- 
terior); most of the rhinencephalon; 
about one third of each caudate nucle- 
us; part of the putamen; much of the 
dorsal part of the thalamus. The hypo- 
thalamus and preoptic areas were not 
involved. There remained in this ani- 
mal therefore only an insignificant bit 
of neopallium, parts of the striatum, all 
of the pallidum, and subrhalamus, and 
parts of the lateral thalamus. Cat 313 
which survived for six weeks showed re- 
actions similar to the animal just de- 
scribed. Anatomical studies revealed a 
loss of the following structures: the en- 
tire neopallium; most of the rhinen- 
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cephalon; part of the left caudate and 
putamen and more of the right caudate 
and putamen; much of the medial and 
parts of the ventral thalamus. The lat- 
eral thalamic nuclei were essentially 
intact. The hypothalamus was not in- 
jured. Another cat (cat 244) survived 
for 11 months and showed rage reac- 
tions on strong pinching of some part 
of the body. Anatomical studies re- 
vealed a loss of the following struc- 
tures: the entire neopallium; most of 
the rhinencephalon; the entire caudate 
nucleus bilaterally; the entire putamen 
bilaterally except for a small fragment 
on the right side; the entire left palli- 
dum save for a few median cells; most 
of the dorsal and lateral thalamus, and 
the anterior two-thirds of the ventral 
thalamus. ““The preoptic area and the 
hypothalamus were not directly in- 
volved in the lesion. They showed con- 
siderable general shrinkage in size, and, 
in the lateral hypothalamic areas, mod- 
erate gliosis.’ Practically speaking, the 
hypothalamus was therefore intact. 
The last cat (cat 228) survived for 
thirteen months and showed typical 
rage response on pinching the tail, 
and brushing the back or flanks, up to 
six weeks after survival, following 
which the full rage reaction developed 
only on severe pinching or by insertion 
of a thermometer into the rectum or 
vagina. In this animal anatomical stud- 
ies showed a loss of the following 
structures: the entire neopallium; most 
of the rhinencephalon; the entire cau- 
date, putamen and pallidum bilater- 
ally; the entire anterior thalamic group 
of nuclei; practically all of the medial 
thalamus and the lateral thalamus. The 
hypothalamus in this animal showed no 
evidence of injury on the left side, but 
on the right the rostral part of the me- 
dial preoptic area was cut through, and 
this, together with almost all of the 
lateral preoptic area, was removed. 
The whole hypothalamus was consider- 


ably reduced in size. 

In these four decorticate cats, there- 
for, the hypothalamus was intact save 
in one.in which this region was injured 
unilaterally. In two of the animals (cats 
103 and 313) parts of the thalamus and 
striatum were still present; in another 
(cat 244) most of the thalamus was re- 
moved, while in the last (cat 228) the 
entire thalamus and striatum was ab- 
lated. Bard and Rioch state that: 


“In all four animals there was complete 
loss of the preoperative ‘personality’ and 
the responses to the external stimuli which 
could be received became entirely stereo- 
typed. Since the striatum was only moder- 
ately damaged in cat 103 and was entirely 
absent in cat 228, one may conclude that, 
in the absence of the neopallium and the 
major efferent systems of the hippocampus, 
the striatum plays a very minor rdle in be- 
havior. There is no evidence in this mate- 
rial suggesting that it is a centre for the 
elaboration of ‘emotional’ activity.” 


The massive sort of discharge seen 
in the decorticate animals as sham rage 
finds confirmation in the electroenceph- 
alographic studies of Grinker and 
Serota (79) who found in humans that 
stimulation of the hypothalamus evoked 
a massive discharge which persisted or 
reappeared for minutes after the stim- 
ulation was over. 

Confirmation of Bard’s findings was 
offered by the observations of Hinsey, 
Ranson and McNattin (27) who found 
alternating periods of repose and ac- 
tivity in cats in which all of the brain 
above the hypothalamus was removed. 
Still further confirmation of these find 
ings was obtained by electrical stimu- 
lation of the hypothalamus in cats by 
Ranson and his co-workers (27 and 28). 


“At the onset of stimulation the animal 
became alert, raising its head and opening 
its eves, disclosing dilated pupils. The 
respiration increased in rate and depth,and 
the animal soon began to struggle, claw- 
ing, biting, and trying to free itself from the 
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hammock in which it was restrained. If the 
stimulus was continued the hair on the back 
and tail began to bristle, sweat appeared on 
the pads of the feet, and saliva ran from the 
mouth. ... In all these respects the cats 
behaved as they would had they been 
threatened by a barking dog. The reactions 
were specifically hypothalamic in origin. 
Except when very strong stimuli were 
used, which spread to the hypothalamus, 
similar reactions could not be elicited from 
surrounding parts of the brain such as the 
thalamus, internal capsule, septum, and in- 
fundibular stalk.” 


Ranson found also that monkeys re- 
sponded with somnolence and emo- 
tional stoliditvy when the areas that 
evoked excitement when stimulated 
were partially destroyed. Masserman 
(26) found sham rage responses in eight 
cats with bilateral destruction of the 
‘hypothalamus as soon as twenty-four 
hours after operation. 

Rage-like reactions were found on 


stimulation of the hypothalamus of 


waking cats by Kabot, Anson, Ma- 
goun, and Ranson. The response to 
stimulation was a picture of intense 
emotional excitement similar to that 
described by Bard. 


Finally, mention must be made of 


the observations of Fulton and Ingra- 
ham (75) who studied four cats with 
survival periods of one to three months 
in which incisions were made in the 
brain anterior to the chiasm from the 
midline to the olfactory radiation. The 
experiments were undertaken on the 
supposition that the frontal lobes give 
rise to fibres which pass to the hypo- 
thalamus. .Cat 1 showed a marked 
change in disposition after a bilateral 
incision. It settled into a chronic state 
of anger. Gentle stroking stirred it to a 
fury of scratching, spitting, and at- 
tempting to bite. A second cat dis- 
played a marked rage reaction after a 
similar operation. This reaction was 
evoked on touching her head or on 


reaching toward her, and was accom- 
panied by a diffuse sympathetic dis- 
charge. Similar reactions were obtained 
from a third cat upon the slightest 
stimulation. A fourth cat showed no 
such response. Fulton and Ingraham 
concluded that their bilateral lesions 
had divided — cortico-hypothalamic 
tracts. Unfortunately there is no good 
evidence that such tracts exist; at least 
they have not been demonstrated ana- 
tomically. (LeGros Clark 2?). It is pos- 
sible that impulses may reach the hy- 
pothalamus from the frontal cortex by 
way of the septal and subthalamic re- 
gion. Fibres from the septal region in 
the guinea pig have been described by 
Wallenberg (36) extending from the 
frontal pole to the antero-dorsal part 
of the septum. Corticofugal fibres have 
been traced also from the frontal pole 
to the zona incerta, whence fibre con- 
nections are made with the hypothal- 
amus (lLeGros Clark). 


Ciinico-PATHOLOGICAL Data 


The available data from clinico-path- 
ological studies is not quite so precise 
as that from experimental observa- 
tions. They are nevertheless valuable, 
all the more so since they attord oppor- 
tunities for observation of emotional 
responses in the human. 

Operations in or near the hypothal- 
amic region have been found to pro- 
duce abnormal responses of various 
types. 


EmMorionaL DistURBANCES 


Changes in emotional states and in 
personality have been observed in hu- 
man beings who had lesions in the hy- 
pothalamus (Gagel 76). Foerster, (7?) 
for example, observed manic reactions 
while operating on the hypothalamus. 

In one case, while he was operating 
for a suprasellar craniopharyngioma 
which compressed the floor of the third 
ventricle from below, mania developed 
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the moment he began to manipulate 
the tumor and to produce traction on 
the hypothalamus. The patient burst 
forth in a push of speech, quoting pas- 
sages in Latin, Greek and Hebrew. He 
exhibited typical sound associations 
and with every word of the operator 
broke into a flight of ideas. Thus, on 
hearing the operator ask for Tupfer, he 
burst into “Tupfer, Hiipfer, hupfen sie 
mal, ...°’. On hearing the word Mes- 
ser, he burst into “Messer, messer, Metz- 
er. Sie sind en Metzer, ein Metzel, das 
ist ja ein Gemetzel, metzeln sie doch nicht 
so messen Ste doch, ste messen ja nicht, 
Herr Professor, profiteor, professus sum, 
profitert.”’ These manic responses were 
dependent on manipulation of the tu- 
mor and could be elicited only from the 
Hoor of the third ventricle. 

In another case, in which Foerster 
was operating for a papilloma of the 
choroid plexus, a hemorrhage into the 
third ventricle resulted from removal 
of the tumor. When an ettort was made 
to remove the blood clot from the floor 
of the third ventricle manic excitement 
followed. The patient had never before 
exhibited signs of manic tendencies. 

In still another case, in which a hy- 
pophyseal adenoma compressed the hy- 
pothalamus, there was a manic reaction 


with euphoria, lack of insight, push of 


speech, flight of ideas and motor over- 
activity, so that the patient could not 
be kept in bed, ran around the ward in 
his shirt and interfered with other pa- 
tients. 

In a fourth case a patient with supra- 
sellar tumor who was quiet at the onset 
of the operation broke into witticisms, 
made ribald remarks to the nurses and 
showed flight of ideas as soon as Foer- 
ster came to the optic chiasm where the 
tumor presented. The patient was dis- 
oriented and after the operation pre- 
sented a typical Korsakoff psychosis. 

Foerster believed that these obser- 
vations showed that mechanical stimu- 


lation of the anterior part of the floor 
of the third ventricle produces a defi- 
nite mental syndrome which has all 
the characteristics of a manic reaction: 
euphoria, motor restlessness, push of 
speech and flight of ideas. 

Similar manic excitements have been 
reported by Fulton and Bailey (7,7) 
who asserted that manic attacks occur 
with tumors at the base of the brain 
but not with tumors of the hemi- 
spheres. They stated: “We ourselves 
have seen three cases of maniacal ex- 
citation after operation for hypophys- 
eal adenoma.” 

In a case reported by Cushing (/o) 
excitement was noted in a girl of thir- 
teen following operation on a glioma 
of the optic chiasm invading the third 
ventricle. It was found that the patient 
would lie quietly until touched, then 
‘would become suddenly galvanized in- 
to tremendous hyperactivity. She 
would utter a succession of piercing 
shrieks, would thrash violently about 
the bed, meanwhile clawing and 
scratching at her attendants.” Transi- 
tory excitement was noted also in a 
case (case 4) reported by Cox (9) fol- 
lowing the removal of a craniopharyn- 
gioma. 

The responses evoked by manipula- 
tion of the hypothalamic region are by 
no means constant and result in mani- 
festations other than those of manic 
excitement. Dott (77) records the case 
of a patient who had a tumor restricted 
to the region of the mammillary bodies, 
who suffered from frequent fits in which 
a long aura of uncontrollable and mean- 
ingless laughter was always noted. He 
records also the case of an elderly, prop- 
er gentleman who, following the re- 
moval of a suprasellar chromophobe 
adenomatous cyst, made most inap- 
propriate amorous advances to his 
nurses for ten days. The condition then 
ceased and he became completely nor- 
mal again. 
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Other cases in point are those re- 
ported by Guttmann and Hermann, 
(20) Schilder and Weissmann, (32) and 
Urechia, (3,). 

Guttmann and Hermann reported 
the case of a woman of 49 who at the 
age of 27 apparently had had a manic 
type of psychosis from which she re- 
covered. Later, at 49, another psycho- 
sis developed, characterized by attacks 
of severe anxiety, excitement, irasci- 
bility and aggression. Necropsy  re- 
vealed a tumor in the third ventricle 
invading the hypothalamus from the 
chiasm to the corpora mammillaria and 
spreading up to the fornix: and optic 
tracts. The cortex was not diseased. 

The case recorded by Schilder and 
Weissmann concerned a girl aged 21 
who suftered for six months with men- 
tal disturbances and amenorrhea. The 
‘mental picture was characterized by 
confusion, loss of memory, disorienta- 
tion and hallucinations. She heard 
voices, saw the forms of men and wom- 
en, and once saw a burning house. She 
usually saw these before falling asleep. 
Necropsy revealed a tumor of the hy- 
pothalamus, extending from the optic 
chiasm to the anterior perforated sub- 
stance, with extension into the third 
ventricle. 

Urechia reported a case of acute ma- 
nia in a patient with generalized lesions 
involving all the nuclei in the region of 
the tuber cenereum and with some en- 
largement of the hypophysis. 

Scattered observations of hallucina- 
tory experiences have been recorded in 
cases with hypothalamic lesions of va- 
rious sorts, usually tumors. These were 
seen in the case of Schilder and Weiss- 
mann, and were also recorded following 
operation in two cases by Dott. In one 
case, after removal of a third ventricle 
cyst with traction on the hypothala- 
mus, there developed a mild delusional 
dementia with a formed visual hallu- 
cination of a monkey sitting on the 


foot of the bed; in another case removal 
of a third ventricle cyst resulted in 
visual hallucinations of a cat, green rab- 
bits, and a man’s trunk without arms 
or legs, all of which had disappeared by 
eight weeks after operation. In a case 
of Cox, already alluded to, removal of 
a craniopharyngioma was followed for 
four days by hyperexcitability and hal- 
lucinations. The patient believed that 
bears, boa-constrictors, and bugs were 
in his bed, that people were about to 
shoot him, and that his father was call- 
ing him. 

Hallucinatory experiences due to le- 
sions at the base of the brain have been 
recorded also in cases with mesence- 
phalic lesions. In these cases the hypo- 
thalamus has not been subjected to 
careful study, so that it is not certain 
whether this region may not have been 
diseased in addition to the mesenceph- 
alon. Psychiatric manifestations as- 
sociated with midbrain lesions have 
been reported by Lhermitte (24) and 
others. 

In a woman aged 75 there developed 
suddenly a mesencephalic syndrome 
characterized by paralysis of both ab- 
ducens nerves, with headache, vomit- 
ing and diplopia. Serologic tests for 
syphilis were negative. A few weeks 
later paralysis of the left eve developed 
with very slight weakness of the lower 
part of the face on the left side and de- 
viation of the tongue. There was no 
hemiplegia. One week later the patient 
began to experience visual hallucina- 
tions, which appeared during the day 
and at night-tall. She saw cats, birds 
and chickens which made no noise but 
fixed the patient with their stares. The 
hallucinations persisted and became so 
much a part of the patient's experience 
that she believed implicitly in their 
existence. No necropsy was performed. 
Lhermitte postulated a mesencephalic 
lesion because of the oculomotor paral- 
ysis, and assumed that the hallucina- 
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tions were likewise of mesencephalic 
origin. 

Necropsy was made in a similar case 
by van Bogaert (35): The brain of a 
woman aged $9 who had suffered from 
oculomotor palsies, hemiplegia and hal- 
lucinations of color and animals re- 
vealed softening in the cerebral pe- 
duncle, red nucleus and lower half of 
Korel decussation. 

A necropsy was made in another 
similar case-—a case of what Lhermitte 
calls Vhallucinose pedonculaire—by 
Lhermitte, Levy and Trelles (25). The 
patient had suffered acute intoxication 
from the use of several narcotics. Paral- 
ysis of both oculomotor nerves devel- 
oped with divergent strabismus of the 
right eye and crossed diplopia. The pu- 
pils were of the Argyll Robertson type. 
The fundi were normal. A few days af.- 
ter regression of the ocular symptoms 
there developed dysarthria, mental con- 
fusion and hallucinations. For example, 
at the close of day the patient believed 
that her room was transformed into a 
railway or subway car. People entered 
the car. She talked to them and knew 
their thoughts. These éxperiences be- 
came less vivid later, but she still found 
that parts of her room were misidenti- 
fied and that she saw forms and faces 
here and there about the room. Nec- 
ropsy revealed little in the mesenceph- 
alon or elsewhere to explain the clinical 
findings. There were pigmentary de- 
generation of the reticular gray matter 
and degeneration of the oculomotor 
nuclei. 

It is doubtful whether one is justified 
in assuming that the hallucinatory ex- 
periences recorded by Lhermitte and 
others are the result of lesions in the 
midbrain. The pathological findings in 
the few cases studied at necropsy seem 
insufficient to explain the hallucina- 
tions. It is dificult to understand how 
lesions in the cerebral peduncle and 
red nucleus: could be responsible for 


hallucinatory experiences. For this rea- 
son it seems justifiable to assume that 
there may have been coincidental 
changes of greater significance in the 
hypothalamus, especially in view of the 
many recorded experiences following 
operation on this region. In the absence 
of such positive data however one can 
only assume that hallucinations may 
sometimes occur with mesencephalic 
lesions, as well as with lesions in the hy- 
pothalamic region. 

Less dramatic, but more purely emo- 
tional responses, have been observed 
by Grinker (78) upon stimulation of the 
hypothalamic region in man. In addi- 
tion to the production of sympathetic 
effects on blood pressure, pulse rate, 
respiration, bladder, etc., such stimu- 
lation produced profound anxiety feel- 
ings, protracted uncontrollable sob- 
bing, the sensation of feeling one’s life 
pass before one’s eyes and the sensation 
of the approach of the end of the world. 
Grinker notes that none of the patients 
reacted by anger; all responded with 
fear. . 


PERSONALITY AND OTHER DISORDERS 


A number of observations attest to 
the fact that disorders of the hypothal- 
amus are sometimes associated with 
disorders of personality, conduct dis- 
orders, and disturbances in the field of 
the intellect. The cerebral cortex, par- 
ticularly its frontal portions, is held 
responsible for such disorders when 
they are produced by some organic 
condition. While this is in general true 
there remains the fact that in a small 
group of both irritative and destructive 
lesions of the hypothalamus personality 
and intellect disorders are prominent, 
with no evidences of disease of the 
cerebral cortex. 

One of the first reports of personality 
deviations resulting from a hypothala- 
mic lesion was recorded by Cushing 
who described the case of a man of 46 
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with a craniopharyngioma which com 
pressed the hypothalamic region, the 
personality changes manifesting them- 
selves by indifferences, and careless- 
ness. Cushing’s remarks concerning 
this case follows: ““The emotional nega- 
tivism shown by this man is highly 
characteristic of these particular lesions 
(ofz. craniopharyngiomas) and stands 
in marked contrast to the violent psy- 
chomotor agitation (‘sham rage’) in the 
patient with a glioma previously de- 
scribed.”’ He remarks further concern 
ing the hypothalamus, “Here in this 
well-concealed spot, almost to be COV 
ered by a thumb-nail, lies: the very 
main-spring of primitive existence 
vegetative, emotional, reproductive 
on which with more or less success, man 
has come to superimpose a cortex of 
inhibitions.” 

Alpers (7) has reported a case of per 
sonality disorder in a man of 39, who 
was found at necropsy to have a tera- 
toma of the third ventricle destroying 
the hypothalamus. About a year before 
signs of tumor developed he became 
irritable, hypersensitive, aggressive, ar- 
gumentative, curt, stubborn and un- 
reasonable, all in contrast to his normal 
personality make-up. He had periods 
of great excitement and frequently flew 
into a rage over trivial matters. At 
other times quiet periods alternated 
with periods of excitement. His busi- 
ness judgment became inpaired, he be- 
came indifferent to and careless of his 
professional responsibilities, and he ex- 
hibited a severe memory loss. In other 


ways he showed evidence of a loss of 


normal control over himself. The 
change in mood, intellect, and personal- 
ity structure was so striking that he 
was regarded as a case of general pare- 
sis. He was found to have a teratoma 
extending from the region of the an- 
terior commissure to the middle posi- 
tion of the mesencephalon. The thala- 
mus was compressed but not destroyed, 
particularly the anterior and medial 


groups of nuclei. In the hypothalamus 
the substantia grisea was completely 
destroyed; the nucleus supraopticus of 
one side was destroved, while that of 
the other side was severely damaged; 
the nucleus paraventricularis, periven 
tricularis, and tuberis lateralis were de- 
stroved completely. The nucleus tu- 
bero-mammillaris was quite well pre- 
served bilaterally. The cerebral cortex 
showed no changes. 

Here then was a case with severe 
mood swings, intellectual deficits and 
personality changes, all of which were 
controlled by a study of the pre-morbid 
personality, with widespread destruc- 
tion of the hypothalamic nuclei with- 
out signs of hydrocephalus and with no 
evidence of cortical damage. A case 
very much like this was recorded by 
Dott in a man of 42 who had a large 
epidermoid cyst extending up into the 
hypothalamus but who had no in- 
creased intracranial pressure. Dott’s 
case showed personality changes char 
acterized by acts of indecency; he 
showed also marked emotional lability, 
his mood swinging between euphoric 
complacency and mild depression, and 
at times venting itself in bouts of weep- 
ing or laughing. He too had disturbance 
of intellectual functions as evidenced 
by impairment of memory retention 
and some defect of judgment. 


The evidence for the occurrence of 
personality changes and disorders of 


the intellect in hypothalamic tumors 
is further attested to by a few cases 
of Cox. In one case, a young man of 27, 
there was noted an inability to concen- 
trate, carelessness, indifference to his 
shortcomings, coarseness of habits, and 
severe memory defects. He was found 
at operation to have a cyst in the pitui- 
tary region which had indented the 
hypothalamus. Removal of the cyst, 
which was found to be a craniopharyn- 
gioma, resulted in a return‘to almost 
normal mentality three weeks after op- 
eration. The other case recorded by 
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Cox concerned a woman of 65 who de- 
veloped dullness and _ listlessness, 
trance-like states, gross memory de- 
fects, and disorientation. She was found 
at operation to have an adenoma which 
indented the hypothalamic region. Op- 


eration was followed by a return of 


memory and a reversal to a perfectly 
normal mentality after five weeks. 

Memory defects were found also in 
the case reported by Schilder and 
Weissmann, and in observations re- 
corded by Gagel. 


Awnatysis or Dara 


Relation of the Hypothalamus to Emo- 
tional Expression in Animals. There 
can be little doubt from the evidence 
which has been mustered that the hy- 
pothalamus participates in the com- 
plex expression of the emotions. Ex- 
perimental data. point this out clearly. 
Whether disease of the hypothalamus 
may be accompanied by the mood 
changes associated with the emotions, 
will be considered subsequently. The 
researches of Bard, Cannon and others 
indicate clearly that so long as the hy- 
pothalamus is intact in decorticated 
animals, “sham rage”’ reactions can be 
elicited; as soon as the hypothalamus 
is destroyed this reaction can no longer 
be produced. It was found furthermore 
that the sham rage depended upon the 
caudal hypothalamus. 

The type of reaction elicited in de- 
corticate animals is quite constantly a 
rage response which is accompanied by 
typical sympathetic phenomena. Rage 
is not quite as constant a response in 
stimulation experiments involving the 
hypothalamus, but it sometimes oc- 
curs. In any event, while the type of 
reaction may not always be the same, 
the general response both in decorti- 
cate animals and intact animals sub- 


jected to stimulation of the hypothal- 


amus, appears to be an excited state 
whether this is called a rage or some 
other term. The specific features of this 


type of emotional response will be dealt 
with shortly. Suffice it to say here that 
excited states predominate in the es- 
perimental animals described. 

In apparent contravention of the hy- 

pothalamic localization of emotional 
expression stand a few scattered ob- 
servations on decerebrate animals. Ref- 
erence has already been made to the 
fact that the Sherrington decerebrate 
animal with mesencephalic section 
shows none of the signs of sham rage 
which are so readily elicited in decor- 
ticate animals. Woodworth and Sher- 
rington (37) obtained affective re- 
sponses in acute decerebrate cats on 
stimulation of a large nerve trunk, but 
they never simulated the rage reaction 
of decorticate cats. More recently Kel- 
ler, (22) reported the occurrence of rage 
responses in decerebrate cats which sur- 
vived decerebration for 18 to 2c days. 
This rage reaction was evidenced by 
“hissing, growling, wagging of the tail, 
pawing movement and erection of the 
hair.”’ The reaction differed from those 
in decorticate animals. This difference 
has been stated clearly by Bard who 
says that: 
“the ‘typical rage response’ which occurred 
in. Keller’s experiments never approxi- 
mated, either In magnitude or Intensity, the 
sham rage of acute decorticate and hypo- 
thalamic preparations. The protocols pub- 
lished by Keller give no indication that his 
animals ever exhibited at any one time the 
full expression of rage seen in acute de- 
corticate cats or in the infuriated normal 
animals. In other words the ‘typical rage 
response’ alluded to was a definitely sub- 
maximal response. It appears that the full 
capacity of expression is not present unless 
the hypothalamic region is intact.” 


RELATION OF THE HyporHALAMUS TO 
EMOTIONAL EXPRESSION AND OTHER 
DisoRDERS IN Man 


In man one has a creature well- 
equipped for the study of emotional 
reponses since man alone is capable of 
expressing his subjective feelings. The 
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one difficulty of course lies in the fact 
that in the human it is not quite so 
easy to find lesions limited to the hy- 
pothalamus as in the experimental ani- 
mal. Despite all this, it has been possi- 
ble to marshal a number of instances 
in which the relation of the hypothal- 
amus to the disorders under considera- 
tion seems quite clear. 

This much can be said for the rela- 
tion of the hypothalamus to emotional 
disorders in man; that they are not 
only more complex, as would be ex- 
pected, but they are more numerous as 
well. The disorders associated with the 
hypothalamus in man have been stud- 
ied largely in cases of brain tumor, fol- 
lowing operations on this region, as a 
result of electrical stimulation, and in 
degenerative processes. For the most 
part the last named studies have been 
‘discarded because the changes in the 
hypothalamus were parts only of a 
widespread nervous system damage in 
which the clinical value of the hypo- 
thalamic damage was difficult to evalu- 
ate. 

In general, disease of the hypothala- 
mus in man produces the following clin- 
ical features: 1) emotional changes, 
2) intellectual deficits, 3) personality 
disorders, 4) psychotic manifestations. 

1. Emotional Changes. There have 
been no constant changes in the emo- 
tional reactions of patients with hypo- 
thalamic lesions. Excitement has been 
a common and, one might almost claim, 
a constant response. Manic-like reac- 
tions with push of speech and ideas, 
and excitement have been recorded by 
many observers. From the descriptions 
of the reactions it is difficult to see how 
these can be differentiated from the 
manic excitements seen in brain disease 
such as general paresis, epilepsy, and 
other disorders. They are episodic in 
nature, lasting only as long as the stim- 
ulus in many instances, but in others 
the excitement has continued for days 


following operation. In their episodic 
character the manic periods differ in no 
way from those found in general pare- 
sis or other brain disease; they resem- 
ble them further by being undirected 
and blind. While the manic excite- 
ments which occur in manic-depressive 
psychoses are more prolonged than 
those found in hypothalamic disease, 
they may be regarded as episodic also 
when related to the entire life span of 
the individual. 

Swings of mood as well as blind ex- 
citements characterize the hypothal- 
amic case. There may be alternating 
moods of depression and excitement 
(Alpers), or there may be great emo- 
tional lability, with a trigger response 
of excessive emotional reaction such as 
uncontrollable laughing (Dott). Anxi- 
ety feelings are not uncommon (Gutt- 
man, Hermann and Grinker). Some- 
times, by way of contrast, apathy rath- 
er than excitement dominates the pic- 
ture, so that Cushing speaks of the 
negativism sometimes seen in hypo- 
thalamic cases. 

It is clear therefore that hypothal- 
amic disease in man is associated with 
a variety of emotional responses chief 
among which are excitements, manic 
reactions and anxiety. Depression, iras- 
cibility and other responses complete 
the picture. The reaction appears to be 
fairly uniform despite the pre-morbid 
emotional make-up of the patient. While 
relatively few of the reported cases 
have correlated the pre-morbid per- 
sonality with the emotional responses 
evoked by hypothalamic disease, it 
seems safe to assume that regardless of 
the personality make-up the emotional 
crises are quite uniform. Thisis attested 
to by oft-repeated assertion in the 
case studies that the responses were 
quite contrary to the patient’s usual 
make-up. 

The question arises whether the emo- 
tional responses in the human cases, as 
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in the experimental animals, are ac- 
companied by parallel changes in af- 
fect or mood. This problem will be 
dealt with in a subsequent section. 

Lest the criticism be made that un- 
due importance is given the hypothala- 
mus as a seat of emotional expression 
and experience, and lest the accusation 
be made that with recent interest in the 
hypothalamic region, emphasis now 
shifted from cortex and thalamus as 
seats of emotional experience, let me 
recite instances of emotional disturb- 
ances due to lesions elsewhere in the 
brain stem. These but serve to empha- 
size that the hypothalamus is only one 
of a series of areas concerned with emo- 
tional experiences and expression. Shu- 
ster (33) has collected a large group of 
reported observations of emotional dis- 
turbances associated with lesions in all 
parts of the brain. His monograph con- 
tains many instances of tumors involv- 
ing the thalamus with emotional diff- 
culties. Of particular interest is a large 
group of cases of tumors in the region 
of the pituitary, with disturbances of 
the emotions. Excitement was the pre- 
dominant reaction in this group of 
cases, but depression and mental pic- 
tures of other sorts were present also. 
Schuster regarded the mental symp- 
toms in the cases which he reviewed as 
resulting from pressure on the base of 
the frontal lobe; nothing was said of the 
condition of the hypothalamus in these 
cases and it is quite conceivable that 
there may have been compression or 
partial destruction of this region in 
some of the cases reported. Schuster 
found also that mental and emotional 
symptoms of various sorts developed 
with tumors in the region of the pons 
and the cerebral peduncles. 

All these observations serve but to 
emphasize what seems to be an obvious 
point, namely, that the hypothalamus 
is only one of a series of stations con- 
cerned with emotional expression. Ob- 


servations are on record of emotional 
disturbances associated with many 
other parts of the brain. No attempt is 
made therefore to assert that the hypo- 
thalamus is the cevter for emotional ex- 
pression. It is one of a series of such 
areas and its relative importance can- 
not as yet be gauged. 

2. Intellectual Deficits. It seems diffi- 
cult to accept the fact that in hypo- 
thalamic disease, disorders of the in- 
tellect are not uncommon. Indeed they 
have been reported so constantly that 
they cannot be disregarded particu- 
larly in view of the fact that there have 
been no evidences of increased pressure 
or of cortical damage which might ex- 


, plain the findings. The intellectual def- 


icits most consistently recorded have 
been loss of memory and inability to 
concentrate (Alpers, Cox, Schilder and 
Weissmann, Fulton and Bailey). The 
precise nature of these deficits has 
been recorded in the presentation of the 
data on which these generalizations are 
based. Suffice it to say that in our pres- 
ent state of knowledge there is no way 
of differentiating these intellectual diffi- 
culties from those of frontal lobe dis- 
ease; so much so that not a few cases 
of hypothalamic disease have been first 
regarded as cases of disease of the cor- 
tex. 

3. Personality Changes. Scattered ob- 
servations indicate that hypothalamic 
disease is sometimes associated with dis- 
orders of the personality. The number 
of recorded instances is not yet great, 
but additional evidence is accruing con- 
stantly. The personality difficulties are 
characterized by a reversal of the cus- 
tomary personality trends, a lack of in- 
hibitions with the subsequent develop- 
ment of coarse traits, a failure of appre- 
ciation of many of the niceties of life, 
carelessness in habits, indifference to 
surroundings and to obvious anti-social 
tendencies, and a partial or complete 
loss of appreciation of personality 
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change in the patient himself (Alpers, 
Cox, Dott). Many of these features 
were portrayed clearly in the case of 
Alpers and in a case of Cox alluded to 
previously. Reference has also been 
made to the openly amorous advances 
of a very proper old gentleman re- 
ported by Dott. These changes, like 
the emotional disorders in hypothalam- 
ic disease, are transitory in cases 
which survive. They disappear com- 
pletely when the pressure on the hypo- 
thalamus is relieved by operation (Cox, 
Dott); they persist and become inten- 
siied when the lesion persists and 
spreads (Alpers). As in the cuse of the 
intellectual disorders there is no evi- 
dence of cortical damage in these cases. 

4. Psychotic Manifestations. In not a 
few cases of hypothalamic disease psy- 
chotic symptoms of various sorts have 
‘been recorded frequently. Cases with 
a Korsakoff psychosis have been re- 
corded frequently (Foerster, Gagel). 
Confusion, disorientation, hallucina- 
tions, and manic excitements have been 
more frequently observed. The occur- 
rence of hallucinations has already been 
summarized. It may be pertinent to 
point out here that the hallucinations 
which have been recorded have all been 
of the visual type; no instances of au- 
ditory hallucinations have been found. 
This probably has some relation to the 
adjacent visual centers in the dienceph- 
alon, which is conceivably irritated by 
the hypothalamic lesion, whatever its 
nature may be. Most of the cases with 
hallucinatory experiences have had 
brain tumors; in a few instances soften- 
ing was responsible for the disorder. All 
the hallucinations have been “formed” 
and in all the cases in which mention 
was made of the patient’s response to 
his hallucinatory experiences, the hal- 
lucinations have been regarded as real 
and evoked appropriate responses in 
the patient. In a few cases patients 
were able to get outside of their hallu- 


cinations and to recognize the fact that 
they were not real experiences. 

It is essential theretore to recognize 
the fact that the hypothalamus in con- 
ditions of disease is capable of respond- 
ing with a series of symptoms in the 
realm of the emotional, intellectual, 
personality, and mental spheres, which 
are commonly associated with disease 
of other parts of the brain. The nature 
of the reaction is similar in all respects 
to the “organic reaction type’ seen in 
disease of the cerebral cortex, notably 
the frontal cortex. No claim is made for 
the thesis that, in view of the hypothal- 
amic evidence, the cortical concept of 
these disorders must be abandoned. 
On the contrary the observations tend 
rather to indicate more clearly the im- 
portance of the cortex and its relations 
with so-called lower centers. The prob 
lem becomes, therefore, one of deter- 
mining how the hypothalamus can give 
rise to the symptoms attecting so 
widely human experience, and how it 
is related to other parts of the brain. 
It is difficult to conceive of the hypo- 
thalamus, a so-called lower center, as 
participating in activities which in 
volve the most complex of human 
mechanisms. Here, after all, is an area 
concerned with primitive bodily func- 
tions such as temperature and water 
regulations, sugar metabolism, ete. 
How can such a region, with no known 
conscious functions, participate in the 


personality and the emotional life of 


the individual? Answers to these prob- 
lems will be sought in a subsequent 
section. 


THE Nature OF THE Emorionat Dis- 
TURBANCES IN HyporHaALamic 
DISEASE 


Much capital has been made of the 
fact that the sham rage elicited in de- 
corticate beasts is not a true emotional 
response, and that there ‘s little justi- 
fication for assuming that one is deal- 
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ing in this instance with an emotion as 
such. Bard has answered these objec- 
tions effectively by pointing out that 
sham rage in decorticate animals is an 
expression of emotion and does not im- 
ply the subjective experience of emo- 
tion in view of the absence of the cere- 
bral cortex. Whether such conscious 
elements are present in the decorticate 
animals is highly doubtful; their pres- 
ence even in the intact animals would 
be impossible to appraise because ani- 
mals of course cannot describe their 
subjective experiences. It is precisely 
on this point that the observations in 
the human are helpful, for they indicate 
clearly that not only is the expression 
of emotion elicited in hypothalamic dis- 
ease, but the subjective sensation, com- 
monly spoken of as affect, is also in- 
volved in the experience. In the several 
cases which have been quoted it has 
been abundantly clear that patients 
with anxiety, fear, depression or ex- 
citement have not only exhibited the 
physical manifestations of these emo- 
tional experiences; they have actually 
been afraid, melancholic, and excited 
and have given evidencé of experienc- 
ing all the subjective feelings associated 
with true emotional responses. The 
anxiety elicited by electrical stimula- 
tion of the hypothalamus (Grinker) ap- 
peared to be as real as the anxiety in a 
neurosis; the excitement elicited by 
manipulation of the hypothalamus at 
operation consisted not merely of in- 
creased motor activity without affect, 
but was associated with anxiety and 
apprehension; the depression experi- 
enced in some cases (Alpers) has been 
not a mere inhibition of activity but 
has been a true depressed state with all 
the emotional tone commonly seen in 
such instances. All these findings indi- 
cate clearly that in the human at any 
rate, the emotional disorders associated 
with hypothalamic disease are accom- 
panied by profound subjective experi- 


ences. This is in contrast to Rioch’s 
experience with decorticate cats for he 
states that: 


“in the absence of the cortex there is no be- 
havior equivalent to the mood changes 
which follow emotional reactions in normal 
animals, and consequently the concept that 
‘mood’ in this sense is localized in the thal- 
amus or hypothalamus appears to have no 
basis in fact. It seems highly likely that 
parts of the diencephalon, including parts 
of the hypothalamus, play an important 
rdle in the expression of certain emotions. 
There is no evidence from animal experi- 
mentation, however, that the affective and 
sensory components of emotion are present 
in these reactions in decorticate cats. In 
fact such circumstantial evidence as exists 

. suggests the absence of affect in these 
preparations.” 


Care should be taken however to 
recognize the fact that the situations in 
the experimental animal and man have 
a few important points of difference. 
Most important is the fact that in the 
experimental animal the cortex has 
been removed while the hypothalamus 
remains; in the human cases the cortex 
has been intact while the hypothala- 
mus has been partially or totally de- 
stroyed. The ditference may seem more 
apparent than real, for it is quite 
conceivable that the essential cortical 
connections become isolated with hy po- 
thalamic disease and produce a decor- 
ticate preparation. 

Brief reference must be made to the 
physiological nature of the emotional 
responses from the hypothalamus. In 
the experimental animals such respons- 
es last only as long as the stimulus is 
applied; in the human they may last for 
days or weeks after operation probably 
as the result of constant stimulation, 
and then cease. They are, therefore, epi- 
sodic in nature. Furthermore, there is 
no afterdischarge; once the stimulus 
has ceased, the reaction stops, and no 
after-discharge is noticeable. Rioch, 
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(29) tor example has found that in de- 
corticate cats: 

“if a vigorous pseudo-affective rage reac- 
tion is evoked and immediately on cessa- 
tion of the painful stimulus the animal’s 
back is gently rubbed, the rage reaction 
promptly subsides and an entirely normal 
licking response supervenes.... This type 
of behavior is in striking contrast to that of 
normal cats or of cats with the cortex of 
only one frontal pole remaining intact.”’ 


Finally, the reactions are associated 
with evidence of sympathetic activity 
just as in normal animals and humans. 
This obvious but important point has 
been emphasized by Bard in order to 
indicate that the responses in dogs and 
cats aretin fact true emotional re- 
sponses. 


THE ROLE oF THE HypoTHALAMUS IN 
EMOTIONAL AND PERSONALITY D1s- 
ORDERS 


The hypothalamus appears to be im- 
mediately concerned in the various 
emotional, intellectual, and personal- 
ity disorders which have been consid- 
ered up to this point. The evidence in 
favor of hypothalamic participation in 
emotional mechanisms is better than 
for the other disorders. There can be no 
question that decorticate animals with 
intact hypothalamus give vent to 
emotional responses such as sham rage 
and that as soon as the hypothalamus 
is disconnected these reactions are no 
longer capable of being elicited. Evi- 
dence contrary to these findings is as 
yet fragmentary and unconvincing. 
The evidence available from patho- 
logical material is not as clean cut as 
that from experimental data, but it in- 
dicates clearly that destruction of the 
hypothalamus gives rise also to emo- 
tional manifestations. The same may 
be said also for intellectual and _ per- 
sonality disorders. 

The precise localization within the 
hypothalamus of the areas responsible 


for the various reactions noted is in- 
capable of definition at the present 
time. Bard's studies indicate that the 
caudal hypothalamus is_ responsible. 
Studies of human cases give no further 
clue as to what nucleus or nuclear 
groups are selectively attected in the 
emotional, intellectual, and personality 
disorders found in hypothalamic dis- 
ease. Stimulation of the hypothalamus 
both in animals and man has failed to 
reveal data concerning the localization 
of the responses in question. Necropsy 
studies show a widespread damage 
which makes localization impossible. 
We seem to be no further then than the 
caudal localization for emotional ex- 
pression as stated by Bard. Whether 
the intellectual deficits and the per- 
sonality disorders are due also to in- 
volvement of the caudal portion of the 
hypothalamrs cannot be decided in our 
present state of knowledge. 

Before disposing of the localization 
question, it is essential to consider the 
role of the thalamus in the production 
of the symptoms under consideration. 
Experimental data, both in chronic and 
acute animals, indicate clearly that the 
thalamus is not concerned in the pro- 
duction of sham rage. In the chronic 
decorticate animals of Bard and Rioch 
not enough thalamus was left intact to 
account for the reaction. Furthermore, 
in two animals the thalamus was al- 
most completely destroyed and_ the 
sham rage reaction was still capable of 
being elicited. The stimulation experi- 
ments of Ranson bear out the fact that 
stimulation of the thalamus fails to 
produce emotional reactions, and that 
these are evoked only when the current 
spreads to the hypothalamic region. It 
is customary also to speak of the mood 
and personality changes associated 
with third ventricle tumors, the as- 
sumption being that pressure on the 
neighborhood structures was responsi- 
ble for the symptoms. There is no in- 
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stance among third ventricle tumors to 
prove that the thalamus is involved in 
the type of symptom under considera- 
tion here. This is not to say that the 
thalamus is not involved in the expres- 
sion of emotion; it means only that the 
sham rage, intellectual and personality 
disorders found in hypothalamic lesions 
do not appear to be due to involvement 
of the thalamus. This is not the place to 
discuss the rdle of the thalamus in emo- 
tional expression for it would lead the 
argument too tar afield. Cannon (6 and 
7) regarded the thalamus as a coordi- 
nating center for the so-called emo- 
tional reactions. It should be noted, 
however (and this point appears to 
have been disregarded by many writ- 
ers) that Cannon included in the thala- 
mus not only the thalamus proper, but 
the hypothalamus as well. A number 
of pathological studies in man attest to 
the fact that emotional disorders occur 
with thalamic lesions, but these differ 
in kind and degree from those observed 
in hypothalamic disease. 

Both the experimental and patho- 
logical evidence indicate that bilateral 
decortication and hypothalamic injury 
are necessary for the production of the 
hypothalamic syndrome. Bard has 
found changes in cats with unilateral 
decortication and partial decortication 
of the other hemisphere, but in no in- 
stances has he been able to produce 
sham rage except in bilateral decorti- 
cates. So too in cases of hypothalamic 
injury in tumor, bilateral compression 
or destruction has been found essen- 
tial for the production of the various 
types of emotional reaction under con- 
sideration. 


THEORETICAL CONCEPTS 

The question now arises as to the 
mechanism of production of sham rage 
and the other emotional disorders as 
well as the intellectual and personality 
aberrations which have been described 


in hypothalamic disease or injury. As in 
all theoretical concepts one can hope 
only to fit all the available facts into a 
theory which will explain adequately 
the various observations. This is par- 
ticularly difficult, in the problem under 
consideration because of the many 
facts which require logical marshaling. 
Many ideas have already been prof- 
fered, and much theory has been pro- 
pounded. A few of them can be 
reconciled; others not. 

It is customary to regard the various 
manifestations of hypothalamic emo- 
tional disorders as a release from cor- 
tical control. This idea is subscribed to 
by Fulton, and also by Ranson who 
states that “when released from corti- 
cal control... or when stimulated 
electrically in the normal animal, the 
hyperactivity of the hypothalamus 
causes... the complete picture of 
emotional excitement. Conversely, 
damage to the hypothalamus produces 
emotional stolidity and even somno- 
lence.”’ The concept of release from cor- 
tical control has been carried further by 
Cannon and Bard, who believe that 
emotion results from the action and re- 
action of the cerebral cortex and the 
diencephalon and that the diencephalic 
processes can be controlled by processes 
in the cerebral cortex. It is by no means 
clear how the interchange between cor- 
tex and hypothalamus ts effected. That 
such a relationship is necessary and 
present appears beyond doubt; how it 
works remains for future observations 
to elucidate. 

It might seem from the assemblage 
of facts in this paper that the hypothal- 
amus is now urged as the seat of the 
emotions, intellect, and personality. No 
such conclusions are possible, and no 
such assertions have been made. The 
data serve only to point to the fact that 
the hypothalamus is one of a series of 
stations concerned with the emotions 
principally and intellect and personal- 
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ity incidentally. Its functions are cor- 
related with the cortex, thalamus, and 
probably lower areas as well. How dom- 
inant is its rdle cannot vet be ascer- 
tained. It seems safe to say, however, 
that when released from cortical con- 
trol, or from conscious or subconscious 
inhibitions, it is capable of giving rise 
to primitive emotional reactions in ani- 
mals and to similar reactions in man, as 
well as to coarseness and a lack of ap- 
preciation of social niceties. In this 
sense then the hypothalamus may be 
regarded as a group of nuclei concerned 
with the expression of emotional reac- 
tions. These are ordinarily controlled 
by the cerebral cortex which exercises 
an inhibitory influence over such reac- 
tions. If one were inclined to drift into 
fancy, one might even assert that 
coarseness of behavior and expressions 
of rage and temper, are hypothalamic 
in origin. The facts however do not 
warrant such an assumption, true 
though the assertion may be that such 
behavior accompanies lesions of the 
hypothalamic region. 
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PSYCHOTHERAPY AND THE PSYCHOTHERAPIST: 


NEW ORIENTATIONS 
Georce H. ALeExanper, M.D.* 


THE WELL ORGANIZED hospital for the 
care of the mentally ill to-day includes 
in a properly balanced medical statt a 
psychotherapist. Among other essen- 
tial forms of treatment, it offers to se- 
lected patients, psychotherapy. The 
wise and efficient use of the psychother- 
apist and psychotherapy, however, is a 
very variable factor in many otherwise 
well ordered institutions. The reason 
for this is readily discernible, though 
seldom frankly faced. The simple truth 
of the matter is that the terms ““psycho- 
therapist” and “psychotherapy” have 
become so variable in their applications 
that they have essentially lost all spec- 
ificity of meaning. So indiscriminately 
are these terms used to-day, even in 
psychiatric circles, that any psychia- 
trist who converses to any extent witha 
patient may be referred to as a psycho- 
therapist, and the topic of conversa- 
tion, however general, comes to be 
called psychotherapy. Even the layman 
engaged in those professional fields 
which border upon the domains of psy- 
chiatry itself, the psychologist and the 
social worker in particular, have ap- 
propriated to themselves this uncritical 
use of medical terminology. In their 
contributions confusion becomes com- 
plete, and therapy, so-called, shrinks 
to the status of well meaning, neigh- 
borly tongues wagging over a_ back 
fence. Under such conditions, there is 
obvious need for a more accurate de- 
fining of the terms “psychotherapist” 
and “psychotherapy,” and for delimita- 


* Butler Hospital, Providence, R. I. 


tions in the present scope of their ap- 
plication. Psychotherapy is at best still 
regarded by many of the medical pro- 
fession with considerable suspicion as 
to its value in the alleviation of illness. 
It would be too much to expect affairs 
to be otherwise, when among psychia- 
trists themselves there exists so much 
misapplication in the use of the term. 
There is more involved here than aca- 
demic quibbling with regard to ter- 
minology. Psychotherapy in its legiti- 
mate sense can be a constructive, po- 
tent, and invaluable instrument for the 
alleviation or cure of certain forms of 
illness. The genuine psychotherapist 
can manipulate this instrument with 
acumen, precision, and beneficial re- 
sults for many patients. Unless, how- 
ever, the chaff is soon separated from 
the grain in the field of psychotherapy, 
there is grave danger that the whole 
threshing will be hopelessly cast aside, 
and with it will be lost to medicine and 
to the patient, the sustenance of a 
truly valuable therapy. Acursory glance 
at what I have termed the chaff will re- 
veal nothing new to the observant psy- 
chiatrist;—nothing unthought of, it is 
true, but much that has been discretely 
unsaid perhaps. 

In how many hospitals for the men- 
tally ill does the presence of a psycho- 
therapist merely connote a gesture to 
the prevailing mode of the times and 
trends in the sales value of multiple 
therapies available to the patient? 
How frequently is the psychotherapist 
obliged to devote valuable hours to 
function merely as a gentle buffer in 
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the conflicts which arise between re- 
fractory patients and the physician, 
nurse, family, and friends, frustrated in 
their attempts to mold that individual 
into a group program ? How many hours 
does the psychotherapist spend, fore- 
doomed to failure, with the wealthy, 
middle-aged, incurably neurotic social- 
ite, so insatiably demanding attention, 
but so lucrative if pleased! Yet the con- 
tent of these hours may be glibly re- 
ferred to as psychotherapy, and the re- 
sults, psychotherapeutic failures! 

If we now glance for a moment at 
what the term “psychotherapist” may 
have come to denote, we are again dis- 
mayed. How frequently one hears a 
psychiatrist referred to as a psycho- 
therapist because he pauses briefly on 
ward rounds to bolster up, as he hopes, 
with his booming voice, genial smile 
and friendly pat on the back, a de- 
pressed patient. His well-intentioned 
efforts, through absence of any real 
knowledge of the fundamental difficul- 
ties of the patient may but drive the ill 
individual into deeper despair of ever 
being really understood or genuinely 
helped. Does the casual dispensing of 
placebos, which may be thoroughly ef- 
fective, justify reference to the pre- 
scriber as a psychotherapist? Are the 
standards of training and qualifications 
of a psychotherapist to be constructed 
upon the basis of such superficial activ- 
ities of a physician in the customary 
course of treatment of a patient? Is the 
success or failure of such casual treat- 
ment-accompaniments to determine 
the right of recognition as an orthodox 
psychotherapist? One is very reluctant 
to grant the validity of the general 
trend of thought to-day that all con- 
versation between a physician and a 
patient is psychotherapy, or that all 
psychiatrists who talk more or less with 
patients are psychotherapists. Nor can 
one accept as accurate the evaluations 
made to-day of the results of psycho- 


therapy or the qualities and function of 
a psychotherapist when measured in 
terms of such prevalent caricatures. 
Subsequent comments are directed pri- 
marily toward bringing some order out 
of the present chaotic thinking with re- 
gard to the psychotherapist and his art, 
as they function in the field of medicine. 
To do this it will be necessary to re- 
define, to delimit, and to qualify with 
greater accuracy just what the term 
“psychotherapy” should imply, and to 
indicate some of the specific attributes 
which go into the making of a genuine 
psychotherapist. We must at the out 
set accept the fact that psychotherapy 
is much more an art than a science. It 
concerns itself primarily with the in- 
tangible concomitants of a palpable liv- 
ing human organism. Though the na- 
ture of the forces with which it deals 
are imponderable, they are none the 
less real in the sense of their being ac- 
tually experienced by the individual. 
Some of them are indeed much more 
appreciable to the individual than cer- 
tain of his unquestionably existent but 
unseen and unfelt internal viscera. The 
success or failure of all therapies is de- 
pendent on their ability to effect 
changes in a total organism which are 
reflected in its improved functioning or 
behavior. Psychotherapy is no excep- 
tion to this rule. It must stand or fall 
upon its ability to influence psychically 
conditioned behavior. In some instances 
its effects are mirrored and scientifical- 
ly measurable in gross alterations of the 
individual’s relationships to his en- 
vironment. In others, its effects are 
largely confined to intra-psychic ad- 
justments, fully experienced by the in- 
dividual himself, but devoid of an ap- 
preciable externalization which would 
make them objectively discernible to 
other observers. It is precisely in the de- 
gree to which psychotherapy is able to 
produce changes in the patient, which 
are not amenable to formal scientific in 
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vestigation and explanation that it be 
comes much more a medical art than a 
science. This aspect of psychotherapy 
is frequently decried as_ benighted 
mysticism, unworthy of incorporation 
into the body of a more materialistic 
system of medicine. Only the psycho- 
therapist, who must struggle with his 
own inner insecurities, however, will be- 
come timorous or belligerent in the face 
of such devaluation of his art. A mo- 
ment’s reflection will assure the more 
discerning and robust minded that hu- 
man behavior, even in its most normal 
aspects, is profoundly influenced by 
emotional attitudes. The beliefs and 
the behavior of man, in the realm of 
politics and religion, for example, pre- 
sent aspects which quite elude explana. 
tion by the methodologies of science. 
The employment of only formal scien- 
tific methods in medical treatment by 
no means assures omnipotence and suc- 
cess in the treatment of illness. Nor 
does the use of so-called “‘non-scientific”’ 
treatment approaches necessarily con- 
note impotence and failure. 

The psychotherapist must be pre- 
pared to stand upon the courage of his 
convictions and graciously to accept 
the fact that much of his therapeutic 
effort and result is at present beyond 
the pale of acceptance by purely scien- 
tific ideologies. This fact, however, is 
no justification for failure to utilize 
psychotherapy, with its demonstrable 
effectiveness, in the treatment of cer- 
tain illnesses, despite our inability to 
explain its modus operandi. It is in- 
dubitably true that every individual 
experiences his instinctual drives and 
feeling-tones as real forces profoundly 
influencing his constantly changing be- 
havior in the ordinary course of daily 
living. What he feels is as real to him as 
what he perceives in the world about 
him, and whenever possible, deter- 
mines how he acts toward that outside 
world. 


Psychotherapy concerns itself largely 
with such subjective aspects of the to- 
tal individual. These inherent factors, 
which enter into all psychotherapeutic 
efforts make questionable the probabil- 
ity of ever reducing psychotherapy to 
scientific formulation. The material 
with which the psychotherapist deals 
does not lend itself well to experimental 
investigation in artificially created test 
situations. One cannot hope to recreate 
in the artificial setting of the laboratory 
procedure the actual emotional tones of 
a living individual beset by spontane 
ously arising states of psychological 
tension and anxiety. Nor does the sta- 
tistical method of study find a desirably 
broad field of utilization. The study en 
masse of crude emotional reactions can 
lend but little to the understanding of 
the specific reactions conditioned by 
the unique experiential background of a 
given individual. On the other hand, the 
expenditure of time and effort required 
for intensive study of a single individu- 
al’s pattern of reaction, as well as the 
paucity of adequately trained investi- 
gators, has thus far prevented the 
study of individuals in large enough 
numbers to warrant reliable generali- 
zations to the group. 

Still another factor which compli- 
cates the picture for psychotherapy and 
the psychotherapist lies in the field 
providing training for the psychothera- 
pist in his art. The difficulties inherent 
in attempting to study a given indi- 
vidual’s intimate thoughts and feelings 
by more than one investigator at a time 
are obvious. Unlike cardiology, for ex- 
ample, where several students or phy- 
sicians may simultaneously listen to the 
heart murmur of a patient, only one 
physician may be permitted to listen to 
the much more closely guarded psycho- 
logical lesion of the neurotic. One can- 
not project upon the moving picture 
screen the technical details of a psycho- 
logical dissection and repair as the 
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surgeon may demonstrate his technical 
efforts. At the end of the psychothera- 
pist’s day, there is no chart of altered 
vital signs, no graph of intake or out- 
put, no specific recording of sedation, 
no list of hours in occupational therapy 
or continuous tub to record. There is 
nothing perhaps of external change to 
be viewed objectively in the patient he 
has seen for an hour. The results of his 
labors may resolve themselves into no 
more than the subjective feeling-tone of 
hope, and greater comfort in the patient, 
and a sense of accomplishment or fail- 
urein the mind of the psychotherapist. 

Here again there is none of the clear- 
cut cause and effect relationship in 
psychotherapeutic treatment that the 
surgeon enjoys in his chosen field 
labor. There is no discrete inflamma- 
tory appendix to be excised in an hour 
with relatively rapid return to health 
on the part of the patient. After hours 
of psychotherapeutic interviews ex- 
tending over a period of months, the 
neurotic or psychotic patient may re- 
cover. One must then face the question 
of how greatly other treatment pro- 
cedures have contributed to the result 
and how much nature’s trends toward 
spontaneous healing have played a 
contributory role. 

These unique aspects of psychother- 
apy, when contrasted with other fields 
of medical endeavor, require of the 
psychotherapist the possession of per- 
sonality factors quite unneeded by the 
physician utilizing more materialistic 


treatment measures, in the relief of 


predominantly organic illness. The 
psychotherapist must add to the es- 
sential knowledge of the organicist a 
nebulous feeling-understanding of the 
patient as a whole. Both soma and 
psyche must be understood, their rela- 
tive contributions to pathology present 
evaluated, and the various components 
of each synthesized in healing manipu- 
lations of the total man. 


While all of these considerations mil- 
itate against scientifically precise for- 
mulations of the nature and scope of 
what may be legitimately called psy- 
chotherapy, it is possible, nevertheless, 
to define and limit the use of the term 
within a more exact and clinically use- 
ful range than it has been generally em- 
ployed. In an attempt to clarify think- 
ing in this respect, one may define 
psychotherapy as, the intelligently di- 
rected, individually adapted, use of psy- 
chopathological theory and practice in the 
treatment of illness. Such a definition 
establishes as a prerequisite that a 
state of illness exists requiring treat- 
ment and does not limit the form of ill- 
ness to those of psychogenic nature 
only. It opens freely to psychotherapy 
the whole field of psychosomatic rela- 
tionships in those diseases hitherto ap- 
proached almost exclusively from the 
viewpoint of the pure organicist. The 
use of the broad term illness excludes 
the aspect of preventative measures: 
one cannot be said to treat a latent or 
potential illness. It restricts the use of 
the term psychotherapy to the field of 
medicine and its employment to the 
physician trained and experienced 1 
the recognition and treatment of dis- 
ease of the body as well as of the mind 
of man. The specification of “‘psycho- 
pathological theory and practice” de- 
notes the specialized branch of medi- 
cine upon which psychotherapy focuses 
its interest. Its “intelligent direction” 
implies its judicious use involving plan 
and purpose behind it. The “individualy 
adapted” modification of its basic theo- 
ries and techniques restricts its proper 
use to those cases wherein the specific 
mechanisms at work in illness are rec- 
ognized and intelligently considered in 
treatment. It limits the haphazard ap- 
plication of broad principles to a given 
individual of the group: the indis 
criminate encouraging remark or the 
pat on the back, for example. It would 
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not be applicable to any form of group 
treatment insofar as it demands indi- 
vidualization of the disease-producing 
mechanisms in terms of a specific in- 
dividual’s heredity, and 
experience. 

Such a definition of psychotherapy 
enables us to then detine a psychother- 
apist as, @ physician who spectalizes in 
the treatment of disease by psychotherapy. 
This does not preclude the employment 
of non-psychotherapeutic treatment 
approaches by the therapist as con- 
tributory to psychotherapy when they 
are indicated. As a physician he may be 
legitimately expected to reeognize the 
need for other forms of therapy if pres- 
ent, and to see that the patient receives 
it either from himself or a consultant. 


constitution 


It does not condone the delegation of 


therapeutic activities to non-medically 
. trained assistants. 
non-therapeutic efforts which contrib- 


ute greatly to the advantageous use of 


psychotherapy, the social worker and 
psychologist may fulfil their legitimate 
and essential rdles. The use of the term 
psychotherapist, in terms of our defini- 
tion of psychotherapy, becomes appli- 
cable only to a physician specially 
trained and experienced in the theory 
and technique of psychopathology, and 
who possesses the capacity to intellj- 
gently modify and use the broad princi- 
ples of his art in the treatment of an ill- 
individual. 

Insofar as the application of psycho- 
therapy is more of an art than a science, 
its most effective use will be made by 
the physician possessed of certain per- 
sonal attributes and understanding of 
human emotions. It may be taken for 
granted that the more broadly and 
deeply the psychotherapist himself has 
experienced life, the more readily he 
will understand and be in a position to 
aid the patient in his illness. If he is to 
fully comprehend and work comforta- 
bly with the deep unconscious mecha- 


In the large field of 


nisms of his patient, his greatest asset 
will be the experience of a didactic 
psychoanalysis of himself and a subse- 
quent course of training in orthodox 
psychoanalytic theory and technique. 
Psychoanalysis is a highly specialized 
branch of psychotherapy, applicable to 
relatively few selected neurotic ill- 
nesses. It is by no means essential in the 
effective management of that much 
larger number of illnesses which can be 
relieved by less intensive forms of psy- 
chotherapeutic treatment. 

Much that we have said above has 
stressed the inherent difficulties en- 
countered in the attempt to place train- 
ing in psychotherapy and its effective 
use In practice upon a scientifically 
schematic basis. Such limitations, how- 
ever, by no means imply that no system- 
atization whatsoever can be utilized in 
the application of psychotherapeutic ef- 
forts directed toward a given patient. 
Though one does deal with intangibles 
insofar as the dynamic driving forces 
of behavior in disease are concerned, 
such forces, of necessity, manifest them- 
selves in and through the objectively 
appreciable structure of the patient. If 
one thinks of psychotherapy and the 
psychotherapist in terms of the re- 
stricted definitions employed above, it 
becomes possible to give a_ practical 
measure of formal schematization to 
the psychotherapeutic approach to any 
patient’s illness. One may find it help- 
ful to evaluate an ill individual from 
four fundamental viewpoints, about 
which treatment procedures may then 
be roughly formulated. 

Presented with a patient and _ his 
symptomatology, the physician may 
ask of himself at the outset four simple 
questions. First, what réle is organic 
disease playing in the total picture? 
Second, what elements do environ- 
mental stresses and strains contribute? 
Third, what components of the illness 
are attributable to intrinsic psycho- 
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logical defects alone? Fourth, what 
combinations of all three of these fac- 
tors are present? 

The alleviation to the greatest degree 
possible of states of bodily illness if 
present is obviously of first moment in 
treatment. It is within the experience 
of every psychotherapist to have seen 
an apparently malignant superstruc- 
ture of abnormal psychological mani- 
festations crumble away completely 
with the correction of an underlying or- 
ganic defect. A similar result may fre- 
quently follow the readjustment of anx- 
iety. liberating environmental  con- 
Hicts: parental, marital, or socio-eco- 
nomic. When conditions of bodily 
health and environmental stress and 
strain have been brought to their op- 
timum level, then and then only, can 
one hope for satisfying results from in- 
tensive forms of psychotherapy. The 
physically ill, hungry, half-clad, and 
poorly sheltered patient presents a 
background against which one can 
hardly hope to accomplish much to- 
ward the correction of deeply imbedded 
primarily psychological maladjust- 
ment. Frequently, factors of bodily dis- 
ease, abnormal environmental stress 
and strain and intrinsic psychological 
disorder are all actively at work at the 
same time in a patient’s illness, and the 
psychotherapist’s approach at the out- 
set must be made simultaneously along 
all fronts to some degree. This is par- 
ticularly true perhaps of the dispen- 
sary clinic-patient, with actual, mild 
organic illness, and exposed to varying 
degrees of genuine deprivation of the 
environmental necessities upon which 
a superstructure of relatively pure neu- 
rosis has developed. It is this large 
group of patients, shunted about for 
weeks or months from one clinic to an- 
other and finally coming to rest in the 
neuro-psychiatric clinic, that presents 
a major problem to-day. There has 
been the long duration of the patient's 


ever deepening neurosis. The psycho- 
therapist is much too limited in the 
time he can give the individual patient. 
There is a lamentable lack of ade- 
quately trained psychotherapists now 
available to handle the large numbers 
of patients who seek treatment. This 
state of affairs has undoubtedly weight- 
ed the scales in the direction of psycho- 
therapeutic failures in the management 
of this group of patients. Unfortunate- 
ly, one sees little of promise now or in 
the immediate future for the alleviation 
of this prevailing situation. The in- 
creasing interest manifested in more re- 
cent years in the mental hygiene of the 
child, however, tempers a bit our pes- 
simism. An early conversion of un- 
healthy patterns of reaction in child- 
hood to more normal adaptations might 
well in certain instances eliminate the 
need for psychotherapy which comes 
many years too late, and too often ends 
in failure. 

Such considerations, however, lie be- 
yond the immediate purpose of the 
present discussion. The viewpoints pre- 
sented and comments made have been 
offered for their thought-provocative 
value, rather than in an attempt to es- 
tablish finalities of thought or pro- 
grams with regard to present or future 
trends in psychotherapy. The immedi- 
ate need is to have some common un- 
derstanding of what the terms psycho 
therapy and psychotherapist should 
legitimately connote. With that we 
shall have the now lacking, and sorely 
needed standards of measurements to 
be applied to the results of genuine 
psychotherapy. What has been said 
above must be only a start in the gen- 
eral direction in which we desire to go. 
It was in the hope that others may be 
stimulated to bring more valuable con- 
tributions to the clarification of the 
present status of psychotherapy and 
the psychotherapist that the present 
paper had its inception. 
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SUMMARY 


In recent years a constantly increas- 
ing tendency toward the uncritical use 
of the terms psychotherapy and psycho- 
therapist has been observed. At present, 
this trend has essentially eliminated all 
specificity of definition and meaning 
content from these terms. Such circum- 
stances preclude accurate evaluations 
of what legitimately may be termed 
psychotherapy and who may _ be 
justly designated a psychotherapist. 
Reference to every physician or lay- 
may who converses to some extent with 
the patient as a psychotherapist and to 
the content of such casual ‘verbal con- 
tacts as psychotherapy affords no basic 
standards against which the value of 
results of genuine psychotherapeutic ef- 
forts may be measured. At a time when 
the greatest emphasis is being placed 


upon efforts to intelligently correlate 
medical art and medical science in the 
understanding and treatment of all 
forms of illness, it becomes more than 
ever imperative that consistent meas- 
uring rods be employed. In the hope of 
stimulating others to bring more valu- 
able contributions to clarity of think- 
ing and purpose relative to the psycho- 
therapist and his art, a restricted defini- 
tion and delimitation of the connota- 
tion of the terms psychotherapy and 
psychotherapist have been formulated. 
A suggested plan of approach to general 
treating objectives is included in the 
present ettort to point the way toward a 
more and more pragmatic orientation of 
psychotherapy and the psychotherapist 
to the more comprehensive field of med- 
ical theory and practice. 
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Book REVIEWS 


ALLEN, Cirrrorp: Modern Discoveries in 
Medical Psychology, Macmillan, London, 


on > 
1937, $2.10. 


In his introduction, the author expresses 
his intent of presenting in simple form an 
impartial description of modern psycho- 
logical facts. The first three chapters deal 
in considerable detail with certain histori- 
cally important phases, more or less intro- 
ductory to a discussion of Freudian psy- 
choanalysis: namely, the French schools of 
hypnotism, Janet’s conceptions about con- 
sciousness and Morton Prince’s contribu- 
tions regarding so-called multiple personal- 
itv. The two chapters devoted to Freud and 
psychoanalysis present in simple, some- 
what popularized form the fundamental 
concepts of classical psychoanalysis. The 
unconscious, the meaning of slips, wit and 
dreams, and repression are discussed. The 
classical topography of the personality, 
from the oral to the genital stages and the 
Oedipus complex are described. The later 
analytic contributions regarding the réle of 
anxiety as a fear of internal danger, and the 
importance of repressed aggressive as well 
as libidinal impulses are emphasized. Trans- 
terence is explained, regression is discussed, 
but no organized or detailed discussion of 
the neuroses is attempted. The author is 
evidently ananalytic psychotherapist, as 
these chapters reveal first hand knowledge 
in their simple and straightforward presen- 
tation. 

A chapter devoted to Adler and the Pow 
er Instinct gives an objective and detailed 
account of Adlerian concepts and makes 
the customary criticisms that Individual 
Psychology deals with conscious phenom- 
ena and ignores unconscious motivations, 
that it oversimplifies in ascribing to the 
need for power and overcoming inferiority 
the sole motivation, that it overemphasizes 
sociological and neglects biological deter- 
minants of behavior. Due credit is given to 
Adler’s original emphasis on the aggressive 
impulses, their rdle in neuroses, and the 
masculine protest concept. 

Vhe chapter on Jung and the “Hinter- 


land of the Mind” adequately describes the 
Jungian ideas about a single life-energy, the 
personal and racial unconscious, his use of 
mythology and the religious element in his 
psychology. Descriptions of Jung’s word as- 
sociation technic and his contributions re- 
garding various types of introverted and 
extraverted personalities are given in some 
detail. 

The last twochapters consist of clear and 
adequate accounts of Kretchmer’s work on 
body habitus and its relation to personality 
type and mental disease, and to Pavlovian 
reflexology. 

This book is essentially a recapitulation 
of well known and often presented material 
dealing with some of the fundamentals and 
highlights of psychological developments of 
the last seventy vears. The fact that the 
author has restricted himself to a discussion 
of fundamental data with no attempt at de- 
tailed elaboration, and the simplicity and 
objectivity of the presentation, greatly 
enhances its value to the student and even 
the intelligent laity. The book is obviously 
not intended for the psychiatric specialist. 

Norman A. Levy 


Burrow, Tricant: The Biology of Human 
Conflict: An Anatomy of Behavior, Indt- 
vidual and Social. New York, Macmillan, 


- > 
] QS) >. §o. 


The dedication of this book —‘““To the 
Spirit of Creative Coordination that is the 
Essential Motivation and Meaning of 
Man’s Organism” —sounds the keynote of 
its unusual pages. There can be no doubt 
that the author of this work—the director 
of the Lifwynn Foundation, under the aegis 
ot which the researches fundamental to the 
book were carried on — keenly senses certain 
of the less tangible and more fundamental 
issues which may be responsible for the 
backwardness of psychopathology. Wheth- 
er the solution achieved in this volume will 
be acceptable to all is highly questionable 
but the work is stimulating. 

The book represents a report on = fre- 
searches conducted by a group of investi- 
gators who have lived and labored together 
in the spirit of the reorientation which this 
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volume recommends. This reorientation 
has thus been tested to some extent in the 
“sane asylum”’—to quote Burrow— where 
its basic departures from everyday con- 
ventional modes of feeling and thinking 
could be indulged. The volume is, therefore, 
in part a record of a social experiment. 
“The work,” says the author, “which my 
associates have done and are doing as mem- 
bers of the scientific staff of the Lifwynn 


Foundation represents, like the efforts of 


myself, a wholly spontaneous and inde- 
pendent investigation of themselves dy 
themselves within the organic setting of the 
integral group afforded by our laboratory 
environment.” This self-study, which may 
at times strike the reader as an introverted 
quasi-religious movement, is central to the 
message of the book. To those acquainted 
with the earlier studies of the author in 
group analysis the approach will not be al- 
together new. 

This background of experimental living 
‘is important to a reading of these pages be- 
cause, among other reasons, it clarifies what 
may appear to be a certain repetitiousness. 
The book is not, in other words, a mere re- 
port, nor is it a treatise. “In truth, this 
book is not intended either to instruct or 
entertain, to exhort or toedity .... Itisan 
effort to rally subjective man to an objec- 
tive appreciation of his own. subjective 
processes. If this work does not serve the 
function of a series of laboratory exercises 
bearing the stamp of progressive precision 
and encompassment in objective obserxa- 
tion, it is without significance.” 

If one asks now what the reorientation 
practiced and recommended by the author 
may be, the important touchstones are the 
anathematization of abstractions that al- 
tenate the individual from organic reality, 
the importance of the organism as a whole 
and the inseparability of the individual 
from the social or phyletic frame of refer- 
ence. Much attention is given to the use and 
abuse of symbolism in social intercourse. 
In common with Korzybski the author sees 
in the vicious artificiality of such abstrac- 
tions a chief cause of insanity and crime. 
He differs from Korzybski in insisting that 
the difficulty can be overcome not by re- 
sorting to non-Aristotelian concepts in 


place of Aristotelian ones, but by abandon- 
ing the mental or symbolic realm alto- 
gether and instituting a basic physiological 
or organic reorientation. 

He asserts further that his system has 
much in common with Freudian psycho- 
analysis though he cannot share its theo- 
retical views. Analysis recognizes, at least 
in part, the difficulties of our conventional 
social attitudes but its solution is inade- 
quate. 

One crucial difference in the position 
taken by the author concerns the “‘organ- 
ism as a whole.” Burrow takes this notion 
very seriously--so much so that he has 
found it necessary to see this totality as 
immersed in the even larger social or phy- 
letic one. Hence the introduction of such 
terms as “‘partitive,” “phylobiology,” and 
“phylopathology.”” The essential conflict 
of man is between the organic-total mode 
of experiencing which is our natural phy- 
letic heritage and the partitive symbolic 
conventions that permeate our social inter- 
course and alienate us from the living real- 
ity of things. Psychopathology must be re- 
garded from the standpoint of such a dis- 
harmony something comparable, though 
on a broader basis, to the conflicts involved 
in the Pavlovian “experimental neurosis” 

and the Lifwynn Foundation hence di- 
rects its investigations “toward an objec- 
tive recognition of the physiological sub- 
strate of man’s social conditioning.” 

The term “physiological” is important in 
this quotation because contrary to one’s 
facile expectations where a critique of social 
conventions is moot, the author insists 
upon an organic approach and disavows 
any mentalistic or purely psychological 
bent. However, in its use here “the word 
‘physiological’... involves the neuromuscu- 
lar reactions of man in his total organismic 
behavior, though this implication is not to 
be found in the more restricted definition of 
the college text-book, devoted as it is to the 
study of the single organism.” The relation- 
ship of the approach to problems of psy- 
chosomatic medicine becomes evident at 
this point. 

One consequence of the novelty of the 
work and its fearless independence is the 
introduction of a wealth of new terms ne- 
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cessitating a glossary of some dozen pages. 
Most readers will undoubtedly be put off 
by this innovation and will never penetrate 
behind it. The semi-philosophical nature of 
the discussion, even though supported by 
empirical research, is another feature which 
will decrease its attractiveness for many 
scientific readers. Nevertheless, the vol- 
ume is a healthy antidote to the numerous 
over-simplified presentations of the prob- 
lems of normal and abnormal personality. 
The degree of its achievement must be 
measured by the scope of its undertaking. 
Saut RoseNnzweicG 


GoLpstEIN, Kurt: The Organism. Ameri- 
can Book Company, New York, 1939. 
$4.00. 

This well translated book is a deeply seri- 
ous, enormous work. Perhaps it could most 
adequately be described as the outlining of 
a point of view, if one were to try to put it 
into a few words. But, true to its own basic 
concepts the holistic view, the totalness of 
a concept being its most valuable attribute 

the book could really be described only 

by itself. The entire meaning of the work 
seems to be just that,—that a thing cannot 
be described, but can only describe itself. 
The author deserves full reverence for this 
scholarly assembling of the results of dec- 
ades of hard thinking. The value of the 
Viewpoint is expressed in the author’s own 
concluding remarks. He says: “that this 
attitude does not involve sterility may be 
seen by the fact that it has offered me in- 
spiration for manifold research for many 
vears, and also from the fact that criticism 
has directly resulted in many new prob- 
lems—as our presentation shows.”’ 

By implication, this passage brings to a 
focus this reviewer’s own major conflict 
with the book, and in fact with the view- 
point it expresses. No one will quarrel with 
the inspirational value of the basic concep- 
tion. We may be permitted to inquire into 
its actual fruitfulness, however. Dr. Gold- 
stein, in his search for complete wholeness, 
must necessarily be at an extreme. It has to 
be total wholeness. This leaves no basic 
value to any part whatever. It seems to the 
reviewer that by so thinking we may be 
left without a chance really to interpret 


anything at all. For, in a volume of over 
500 pages, it seems that Dr. Goldstein him- 
self is unable to interpret beyond the point 
that every part is merely something in the 
totality. Dr. Goldstein himself has used the 
conception boldly and honestly, he does 
not employ it as a refuge for ignorance and 
for laziness, as so many unfortunately do. 
Yet, granting that he exploits the view- 
point in the fullest and most able possible 
manner, it still has led him, by logical steps, 
into metaphysics and perhaps mysticism. 
Kor example, he says: “Our discussion has 
led us to a subject which seems far re- 
moved from the usual biological topics. 
With the concepts of freedom and respon- 
sibility we enter into the spiritual sphere, 
and seem to remove ourselves from nat- 
ural science.’’ He also remarks: “I hope 
that the reader will realize that this digres.- 
sion into philosophical problems is not de- 
termined by the casual, personal inclination 
of the author, but that the material itselt 
imposes the obligation upon us, if we desire 
to find our way through it.’’ One may well 
raise the question whether philosophy as 
such has given us much real or permanent 
understanding of the organism, and there- 
fore whether there is truly basic value in 
still another approach which, making full 
use of biological facts, only leads us back to 
metaphysical speculation of a very familiar 
type. And although the statement is made 
in the same page that “method as well as 
theory must originate from nothing but the 
most concrete evidence,” what is the use of 
adhering rigidly to concrete evidence if the 
same speculative result can be achieved 
without it? 

Obviously, these criticisms are the con- 
sequence of a basic difference in attitude 
between the author and the reviewer. To 
the latter it seems as though the most 
worthwhile approach to the basic problems 
of mentality and feeling is the relationship 
between those processes and neural tissue, 
making use of whatever definite evidence 
can be found. To the former it appears as 
though only ultimate truth, the intrinsic 
nature of life itself, is of true value. Dr. 
Goldstein appears to approach this largest 
and most total problem in terms of con- 
siderable abstractness,— more than is nec- 
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essary in the belief of this reviewer. Con- 
crete evidence is employed for the purpose 
of constructing abstractions and this does 
not appear to be the most helpful way to 
approach the whole subject. This trend 
away from mechanism and toward abstrac- 
tion, which ts revezled throughout the 
book, is illustrated in the following passage: 
“Our analysis has shown that, with the ex- 
ception of border situations where the or- 
ganism is endangered (cf. page 165), there 
are no such part processes in the organism 
which can be understood mechanistically, 
but that every life process has a specific 
holistic pattern. Since it was or no occasion 
necessary to assume mechanistic processes 
in order to understand life, we do not need 
to speculate on ‘entelechy.’” It is difficult 
to see why the holistic viewpoint must ex- 
clude virtually all mechanistic understand- 
ing. Is it holistic when it does so? This 
tendency toward abstractness leads to the 
two major faults of the book itself, —a cer- 
tain amount of repetition, and an insufh- 
cient use of concrete, plainly stated ex- 
amples. 

One may also tilt a lance with the com- 
pleteness of the holism of the work. There 
seems to be an incompleteness in the total 
view of nature as it is expressed. In a 
thoroughly naturally holistic view there 
should be no room for battles between man 
and nature, to which reference is made and 
implied often. Such a thought as “Every 
technology means violence to nature; and 
even where it utilizes or exploits natural 
energies by direct manipulation, it is able 
to serve its purpose only in opposition to 
nature,” does violence to a thoroughly uni- 
fed, complete picture, and so does, for ex- 
ample, the thought that “The line of de- 
markation between two species seems to us 
indeed insurmountable, and thus also the 
line of distinction between man and ani- 
mal.” 

Above all, the evidence does not seem 
convincing at any point that knowledge of 
partitive processes contributes little or 
nothing to knowledge of the whole. Very 
well shown is the fact that our current 
knowledge of parts is incomplete. But de- 
spite the best strength Dr. Goldstein can 
muster, we are still left without proof that 


the whole is actually more than the sum of 
its parts. These arguments seem to leave the 
other alternative equally wide open, that 
failure to explain by the partitive knowl- 
edge we now have is due to insufficient 
knowledge of parts. Such failure does not 
necessarily imply that other “non-parti- 
tive’ factors must be brought in, even ac- 
cording to Dr. Goldstein’s own evidence 
but that the unclear phases are due to the 
still unknown actions of still unknown 
parts. It must be admitted that parts are 
very great in number and in complexity. 
Although much is said about how functions 
of parts vary, depending on the total set- 
ting, there is no word to indicate that total 
settings may not be made up of still addi- 
tional parts. Can the value of partitive 
comprehension be discarded at this point, 
when our knowledge of them is so very in- 
complete, or would it not be sounder to de- 
fer that decision until some time later, when 
our partitive knowledge may be great 
enough so that we can really see whether 
or not it is leading us toward understanding 
the whole? 

But despite these criticisms and disagree- 
ments, which are inevitable when large con- 
ceptions are up for examination, this review 
will close on the same note with which it 
started. Even a critic can see that the work 
is high in stature and that it is a pivot 
around which thought on these questions 
may long revolve. It renders a true service 
by bringing into one whole the many parts 
of the problem (where, incidentally they 
may be seen not only as a whole but also, 
it must be admitted, individually and tso- 
latedly,—a_ fortunate consequence — for 
which the author cannot escape the credit). 
It presents large amounts of data on a 
great variety of subjects, by which the 
reader may profit regardless of his view- 
point. Most important, it has many preg- 
nant suggestions, many of them the result 
of deep and long thinking, and many of the 
general conception itself. 

RicHARD BricKNER 
Mater, Norman R. F.: Studies of Abnormal 
Behavior in the Rat, Harper and Brothers, 
N. Y., 1939, 81 pp. $2.00. 
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the paper which won for Professor Maier 
the $1000.00 prize at the December meeting 
of the AAAS, Richmond, 1935. (The author 
modestly makes no mention of this fact.) 
Such special material, though somewhat 
popularized here, is the kind usually pub- 
lished in psychological or medical journals. 

The fly leat tells us “‘this monograph is 
the report ...on the behavior of rats un- 
der conditions of frustrations ... It is con- 
cerned with the analysis of a neurosis-pro- 
ducing situation as well as the description 
of experimental neurosis in the rat... an 
accurate report of the case history of each 
rat with which Dr. Maier experimented.” 

Briefly, rats confronted with various 
situations with food as the incentive at one 
end (from which they may be separated by 
an unremovable obstruction or insoluble 
problem) and a puff of air or shock at the 
other end-—such frustrated rats may fall 
from their scaffold to the floor and exhibit 
peculiar motor phenomena, such as tics, 
convulsions or paresis. 

Of chief interest in these experiments ts 
the tact that another animal, the psycholo- 
gists’ pet, the rat, is now made available for 
the study of abnormal behavior. As early as 
1913, Pavlov showed the dog to exhibit ab- 
normal behavior under laboratory condi- 
tions and since then the sheep and pig have 
been added by Liddell and the ape by 
Yerkes, Finch et al. 

The motor phenomena appearing in the 
rats is well described and accompanied by 
excellent photographs. 


The book is a detailed description ot 


careful experiments carried out on nine 
rats. Beside the fact that the rat is a new 
animal for the experimental neurosis, the 
author believes his studies different from 
Pavlov’s, Liddell’s and others on important 
points: conflict between excitation and in- 
hibition is replaced by frustration, the 
animal is free to move, etc. A careful review 
of the experiments of Pavlov’s and others, 
however, would hardly substantiate these 
claims, e.g., In many of Pavlov’s experi- 
ments the animal is very slightly re- 
strained. Furthermore, the question of con- 
flict of excitation and inhibition os. frustra- 
tion requires much deeper analysis than the 
author gives it. Although Professor Maier 


shows an acquaintance with much of the 
recent American work, there is a lack of 
familiarity with many of the important ex- 
periments of Pavlov on the subject. 

This book represents the psychologists’ 
attack upon a problem which rightly be- 
longs to the psychiatrist, but which has 
been in great part neglected by him for 
several reasons—tradition, lack of training 
in experimental methodology, want of op- 
portunity and the conceptual background. 
As the psychiatrist himself has so far not 
approached the problem of experimental 
nervous breakdown, he must be contented 
with, as well as grateful to, Professor 
Maier for this contribution, despite its 
necessary shortcomings. 

W. Horsiey Gant 


Mitter, Heyman R.: Angina Pectoris. 
Nerve Pathways, Physiology, Symptoma- 
tology, and Treatment. Baltimore, The 
Williams & Wilkins Co., 1939. $3.25. 


This book is particularly valuable not 
only because of the clearly written material 
in it but because, in addition, the drawings 
by Dr. L. Vosburg Lyons are exceptionally 
good. The book is divided into four sec- 
tions. In the first, which describes the con- 
cept and clinical features of Angina Pec- 
toris, Miller writes that he looks upon 
“anginal pectoris as an effect of a mass ac- 
tion of the whole autonomic nervous sys- 
tem, producing many clinical reactions. 
Neither the mildness nor the absence of 
even cardinal features militate against the 
diagnosis or lessen the menace of a new 
attack or fatal outcome.” 

“Anginal Pectoris represents a powerful 
disturbance of the entire autonomic nerv- 
ous system, and that each subdivision, the 
sympathetic and the vagal, functions as a 
unit and as if its central nucleus were set 
into action.”’ The effectors are aroused to a 
response which varies with the specific 
nature of each effector, whether cholinergic 
or adrenergic. Angina Pectoris includes 
more than pain; in fact, pain may be lack- 
ing. To our mind, it is an over-simplifica- 
tion to look upon acute coronary occlusion 
and upon non-coronary angina as entirely 
separate entities. Local anoxenia is an un- 
satisfactory concept in an organ as vascular 
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as the heart and does not explain the far- 
flung signs of central sympathetic and 
vagal storms we prefer then to consider 
Angina Pectoris a paroxysmal upheaval of 
central origin and this whether the indi- 
vidual has normal or abnormal coronary 
vessels. 

He points out that the vagus is sensory 
to the organ it supplies and these impulses 
spread through the entire vagal system. In 
primitive forms it is cardiogestric——in 
higher forms it is also pulmonary— “‘ac- 
cordingly, in connection with the paroxys- 
mal of angina pectoris the vagus, after 
afferent excitation, will exert its efferent, 
(centrifugal) influence producingin the heart 
sinus and other cardiac arrhythmias, in the 
gastrointestinal tract nausea, vomiting or 
meteorism, and other motor manifestations 
in accordance with the groups of muscles 
involved, leading to constrictions of the 
throat, chest (or of the coronary vessels 
themselves perhaps) or epigastrium.”” “Sim- 
‘jlarly, the sympathetic innervation reacts 
as a whole and produces peripheral efferent 
responses as evidenced by changes in blood 
pressure, in the pilomotor end-organs, and 
in the glands of the integument.” 

The second section is devoted to the ana- 


tomical pathways for the transmission of 


cardio-aortic pain and drawings by Dr. 
Lyons showing the nerve supply and 
known ramifications of autonomic cardiac 


control, and these are used as the basis of 


explanation for the author’s conclusion. 
The third section is on the distributions, 
the simulation, and the treatment of an- 
ginal pain, surgical, and non-surgical meth- 
ods. Miller says he has no use for the term 
“false” or ““pseudo-angina.” Pains in emo- 
tional individuals may be on an organic 
basis (a fine twig of an artery) or non- 
organic-——and it is safer to look upon these 
complaints as valid and ‘‘temper the prog- 
nosis, against the hypersensitive back- 
ground of the patient.”” Cardinal rules for 
medical treatment leave the patient un- 
disturbed—-give morphine—and oxygen. 
He mentions the mental attitude and fear 
of the patient, the need to instill hope and 
confidence, but feels that after this, the less 
the physician says, by way of bolstering up 
the patient’s courage, the better since there 


may be unpredictable dangers ahead. He 
warns that freedom from attacks and a 
sense of comparative well-being of such an 
individual are, however, no guarantee from 
the dangers of succeeding attacks or sudden 
death. 

The fourth section deals with the physi- 
ology and psychology of pain in consider- 
able detail; tor example, he writes, ““The 
understanding of the initiation and trans- 
mission of pain has been altered and ex- 
tended by the use of the cathode ray oscillo- 
graph ” “The electrical potentials of sen- 
sory nerves are very minute and have 
different waves with respect to size, shape 
and rate and differences also in the retrac- 
tory period, in electrical excitability and in 
their predilection to travel in nerve fibers 
depending upon their diameter and the 
presence or absence of myelination.” 
“Nerve fibers tor carrying pain appear to 
fall into four general groups and of these 
two are especially concerned with pain in 
general and from our special point of view 
with cardiac pain. These two groups, (C 
and B), are non-medullated and small sized 
medullated fibers, are ‘slow’ fibers, that is, 
they convey pain impulses at slow veloci- 
ties, about 1§ to 60 a second, contrasted 
with velocities of 100 or 250 a second from 
muscle spindles. There is some evidence 
that fibers of the C group, non-medullated 
fibers, are identified with dull, lingering 
pain, and the small medullated fibers of the 
B group with the transient pain.” ““No mat- 
ter what kind of excitation, thermal, me- 
chanical or chemical is applied to the nerve 
endings for pain, these structures in react- 
ing obey an ‘all or none law’.”’ “The height- 
ening or intensification of pain is accom- 
plished, therefore, by variations in the rate 
of frequency of potential waves that pass 
along identical nerve axones and intensifi- 
cation of pain is said to be a spread of ac- 
tivity among an increased number of iden- 
tical axones.”’ 

“One division of the visceral route, the 
sympathetic (the other division is the vagal) 
transmits afferent impulses from the heart, 
coronary aorta; the somatic 
route carries afferent impulses from seg- 
mentally related surface (dermatome) 
areas.” 
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On the psychological side the author sug- 
that perhaps psychoanalytic ap 
proach could be tried in between the bad 
attacks and with the cooperation of the 
physician. He discusses pain in detail, and 
feels that we are unable to judge whether 
the types and degrees of responses, or in 
other words, quality and intensity of re- 
sponse have not been determined in the 
nervous system, and that therefore it is 
even futile to try to determine the influence 
of a higher pathway. He indicates that we 
may divide individuals into three groups, 
into normal (or average), hypersensitive, 
and hyposensitive. He thinks that this may 
play a more significant rdle than we may 
have hitherto realized. All pain sensations 
goto the thalamus. To the physiologist the 
thalamusand cortex are one instrument with 
the thalamus capable of affecting broad and 
general influences or emotionality, the cor- 
tex finer and precise control. He believes 
that in the hypersensitive group, who are 


vests 


over-anxious, the reaction to pain is exag- 
gerated and that there is in the higher 
brain centers trigger-like action and over- 


activity. This is why the emotional com- 
ponent is to the fore. 

In the hyposensitive the reaction is the 
reverse; there 1s little emotion, less pain ts 
felt, and there is an inverse radiation of 
pain to the fingers, chest, and so on, and 
more equivalents or substitution to pain; 
such as vertigo, 
weakness. 

The bibliographies are particularly well 
compiled and serve as a most helpful reter- 
ence to the relevant literature. 

A. Louise Brus 
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PeRiopicaL LITERATURE 
Experimental Neurosis 
Cranneui, C. W.: The Effect of Equal 

Distribution of Run on “Insight” Per- 

formance in Rats. The YFournal of Psy- 

chology, 1940, vol. 9, pp. 311-321. 

Two experiments were performed to 
clarify the criticisms made of the original 
‘Volman-Honzik “insight” experiment. Two 
variations of the original apparatus were 
used, in both of which the alternate paths 


to the goal were of equal length although of 


different shape. The rats were not  per- 
mitted to use either path more often than 
the other, but were given sufficient freedom 
of choice between the paths in order to 
ascertain their preference. On the crucial 
run, or “insight test,’’ it was found that 
only a chance number of correct responses 
to the only remaining path were made. In 
‘spite of the negative outcome of both ex- 
periments, doubt was cast upon previous 
alternative explanations in terms of forced 
movement by the tendency of the rats to 
respond in terms of their most recent, 
rather than their accumulated, past trials. 


ee A i 


CraAnneELL, C. W. Hesitation time and the 
Solution of an Alternation Problem in 
Rats. The Fournal of Psychology, 1940, 
vol. 9, PP- 379-385. 

Rats were run on an elevated apparatus 
in which two alternate paths to the goal 
branched from a choice point near the 
start in opposite directions. After one of che 
paths had been run, it was blocked with an 
invisible (to the rat) glass plate at some 
distance from the choice point and the rat 
was required to make a second run on the 
other path. Rats learned very readily to 
alternate in this fashion, and on the aver- 
age hesitated significantly longer when 
making the correct choice of the alternate 
path than when making an_ erroneous 
choice. Attention is called to the necessity 
of taking the factor of hesitation at the 
choice point into account in other studies 
of alternation behavior in the rat. 


C.W.C. 


Cow es, Joun T.: “Delayed Response” as 
Tested by Three Methods and its Rela- 
tion to Other Learning Situations. The 
Fournal of Psychology, 1940, vol. 9, pp. 
103-130. 

Three methods of “delayed response” 
were compared in the same apparatus with 
comparable groups of 30 albino rats each. 
Extensive black-white discrimination train- 
ing was followed by delayed response tests 
consisting of successive pairs of runs in the 
apparatus: on the first, or training, trial the 
animal was allowed a partial or complete 
run to an empty goal box, whose left or 
right position was indicated by the black 
(or white) stimulus card; on the test trial, 
the animal was invariably allowed a com- 
plete run to food reward in that goal box 
but without the black (or white) card to 
indicate correct choice. The delay interval 
between training run and test run was pro- 
gressively increased during successive test 
pairs. The most successful animals were 
those who were allowed a complete run to 
the empty goal box before delay; the least 
successful were those who were allowed 
practically no movement toward the black 
and white cards before delay. By various 
criteria the differences between these meth- 
ods were marked and statistically reliable. 

The results of these experiments indicate 
that the widely differing reports on the 
immediate memory of this species by other 
investigators are largely due to the method 
involved in the training trial of each test, 
especially the extent to which the responses 
in that trial duplicate (transfer to) the re- 
sponses demanded in the test trial. More- 
over, “delayed response’ need not be 
qualitatively different from ordinary dis- 
crimination learning, and hence may not 
involve unique “‘symbolic”’ 
commonly assumed. 


processes, as 


| oe 
Karn, H. W.. The Experimental Study ot 
Neurotic Behavior in Infra-human Ani- 
mals. Fournal General Psychology, 1940, 
vol. 22, pp. 431-436. 
In a review of the literature on expert- 
mentally induced neurotic behavior in 
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infra-human animals, the author cites evi- 
dence in support of his thesis that the study 
of experimental neuroses need not be re- 
stricted to conditioned reflex procedures as 
some investigators have claimed. That the 
conditioned reflex method provides the 
possibility of a conflict situation, a restric- 
tion of neuromuscular freedom and a con- 
sequent disruption of behavior is not de- 
nied. However, other methods, such as the 
maze technique, offer essentially the same 
possibilities. In the conditioned reflex ex- 
periment physical restraint prevents eva- 
sive behavior with the result that a neurosis 
may occur. But evasive behavior does not 
always occur in the maze or discrimination 
apparatus if the organism is highly moti- 
vated. In these situations previous training 
or habit imposes the behavioral restriction, 
and if the task is difficult a breakdown may 
be the consequence. 


H.W. kK. 


Sreckie, L. C. and O’Ke tty, L. I.: The 
Effect of Electrical Shock upon Later 
Learning and Regression in the Rat. The 
Journal of Psychology, 1940, vol. 9, pp. 
305-370. 

A group of animals which had exhibited 
unusual emotional behavior (“‘projection’’) 
while in a pre-experimental shock situation 
was compared with a normal group on a 
simple learning-regression ““T’’ maze. 

No marked differences were found be- 
tween the two groups when either learning 
criteria or regressive tendencies were con- 
sidered. Since previous experiments uni- 
formly had shown pre-experimental shock 
markedly to increase learning time and 
trials, it 1s tentatively concluded that the 
animals in the experimental group were 
able to effect a psychological “escape” 
from the shock via the mechanism of “pro- 
jection.” 


L. Cc. S. 


Younc, Paut THomas: Reversal of Food 
Preferences of the White Rat through 


Controlled Pre-feeding. The Yournal of 


General Psychology, 1940, vol. 22, pp. 

33-66. 

A group of twelve rats, maintained upon 
a standard laboratory diet, were tested by 


the writer’s technique for the analysis of 
food preferences. They exhibited a marked 
and consistent preference of cane sugar to 
whole wheat powder. 

After revealing a sugar preference the 
rats were allowed to eat sugar immediately 
before a preference test. At first they were 
pre-fed for 100 cumulative eating-seconds 
on alternate days; then for increasingly 
longer periods up to a maximum of goo 
eating-seconds daily. Such pre-feeding did 
not at first disturb the preference of sugar 
to wheat; but as the amount of pre-feeding 
was gradually increased, all of the rats re- 
versed their preference. The new preference 
for wheat was just as consistent and as 
pronounced in degree as the former preter- 
ence for sugar had been. 

After the reversal, the pre-feeding of 
sugar was discontinued. Under these con- 
ditions the rats returned, or tended to re- 
turn, to their original sugar preference. But 
the return was slower than had been an- 
ticipated; it required several days. The 
slowness of the transition suggests the 
existence of a relatively stable organic state 
which determines food preferences of the 
rat. 

Food preferences cannot be reliably 
measured and predicted in terms of, a) the 
frequency of runs per minute to obtain a 
given food, b) distractability of the rat 
during eating, c) relative eating time, and 
similar criteria. They can be clearly ob- 
served in a direct preference test. 

It is concluded that the appetitive de- 
mand of a rat for a test-food is relatively 
stable, but also that it can be varied by 
systematic pre-feeding. The tact that cer- 
tain food demands vary independently of 
each other indicates the existence of spe- 
cific hungers or appetites. 


as Be 


Studies of Aggression and Behavior Dis- 
orders 


Sears, R. R., Hovianp, C. 1. and Miter, 
N. E.: Minor Studies of Aggression: I. 
Measurement of Aggressive Behavior. 
The Fournal of Psychology, 1940, vol. 9, 
pp. 275-295. 


Two groups of six college students each 
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were subjected to a number of frustrating 
experiences during the latter part of a 24- 
hour period of sleep deprivation. These 
frustrations produced a great deal of spon- 
taneous aggression, but a comparison of the 
results of eight tests made during this time 
with appropriate control measures  indi- 
cated that only one of the techniques was 
entirely satisfactory for the detection and 
measurement of this experimentally in- 
duced aggression. Five of the unsuccessful 
methods were paper and pencil tests: 1) a 
check list for reporting the relative number 
of favorable and unfavorable traits pos- 
sessed by friends, 2) a joke test, 3) an an- 
noyances test modelled from Cason’s, 4) a 
self-rating scale on motor abilities, §) ques- 
tionnaires for the measurement of self- 
criticism and ideas of reference. A free 
association test of the Jung variety and an 
algometer test for measurement of self- 
aggression were also unsuccessful except 
with certain subjects. The most successful 
method was a short-time-sample observa- 
tion technique; reliabilities were high. The 
virtues and limitation of this method are 
discussed. 


R. R.S. 


Sears, R. R. and Sears, P. S.: Minor 
Studies of Aggression: V. Strength of 
Frustration-Reaction as a Function of 
Strength of Drive. The Fournal of Psy- 
chology, 1940, vol. 9, pp. 297-300. ° 
The strength of a frustration-reaction in 

a 23-week old baby was measured in terms 

of the number of seconds that elapsed be- 

fore crying after the bottle had been with- 
drawn during the feeding process. The 
point during feeding at which the bottle 
was withdrawn was systematically varied 
at two feedings per day for three weeks. 
The strongest frustration was presumed to 
occur when only .5 0z. had been given, the 
next strongest after 2.5 ozs., and the weak- 
est after 4.5 ozs. The results indicated that 
the strength of frustration-reaction, as 
measured by immediacy of crying, varied 
directly with the strength of the drive that 
was frustrated. It was found also that 
adaptive responses of reaching for the with- 
drawn bottle occurred only when no crying 
occurred. This seemed to indicate that 


frustration-reactions and adaptive reac- 
tions were psychologically incompatible 
even though they were not physiologically 
or physically so. 


R. R.S. 


Hovianp, C. 1. and Sears, R. R.: Minor 
Studies of Aggression: VI. Correlation of 
Lynchings with Economic Indices. The 
Journal of Psychology, 1940, vol. 9, pp. 
301-310. 

In an effort to make a social psychologi- 
cal test of the proposition that the strength 
of instigation to aggression varies directly 
with the amount of interference with the 
frustrated goal-response, the relation be- 
tween frequency of lynchings and degree of 
economic depression in 14 southern states 
was measured. Lynchings were assumed to 
be forms of overt aggression and economic 
indices were taken as measures of the de- 
gree to which customary life activities were 
facilitated or frustrated. The data cover the 
49 years from 1882 to 1930. Tetrachoric 
correlations vary from —.61 to —.72, de- 
pending on what indices and what method 
of computation are used. The results favor 
the original proposition and are discussed 
in terms of displacement of aggression and 
summation of instigation to aggression. 


R. RLS. 


Syz, Hans: Burrow’s Differentiation of 
Tensional Patterns in Relation to Be- 
havior Disorders. The ‘fourna/l of Psy- 
chology, 1940, vol. 9, pp. 153-163. 
Burrow’s phylobiological investigations 

show that behavior disturbances such as 
mental disorder, neurotic or criminal re- 
actions and social conflict are traceable to a 
central organismic impediment. Examples 
are given to illustrate how the multitudi- 
nous manifestations with which we, as psy- 
chiatrists, are accustomed to deal may be 
understood as expressions of this common 
denominator. The more outstanding symp- 
toms of behavior-disorders, individual and 
social, represent only variations of this 
general constellation existing throughout 
the phylum. This internal conflict or faulty 
physiological reaction is related to the 
affective misuse in man of his symbolic 
capacity. 
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Krom the background of experimenta- 
tion with human reactions in their group 
interrelations it was possible to differen- 
tiate between two types of adaptive orien- 
tation with their concomitant tensional 
patterns. It was possible to verify instru- 
mentally these neuromuscular patterns as 
they relate to two discriminable modes of 
adaptation one, the affecto-sy mbolic level 
of behavior as it manifests itself conspicu- 
ously in neurotic disorders, the other, 
man’s basic organismic level of function 
and motivation. The differentiation of 
these physiological configurations was dem- 
onstrated instrumentally through changes 
in the subject’s respiratory curves and in 
records of the motor function of the eyes. 
These two physiological processes are in- 
fluenced by the same cerebral areas, basal 
as well as cortical, that control the organ- 
ism’s general adaptive behavior with its 
symbolic and emotional involvements. 

Objective evidence of these physiological 
patterns as they bear upon man’s organ- 
ism-environment relationship places the 
investigation and handling of behavior 
maladiustments on an altered and more 
concrete basis. 


H. S. 


Cardiovascular Disease’ 


Patmer, Ropert STERLING: The Factor of 
Mental Stress in Essential Hypertension. 
New England Journal of Medicine, 1937, 
vol. 216, pp. 6059-693. 

Essential hypertension is considered a 
“chronic emergency” response of the in- 
dividual. It is thought to be produced by 
excessive vasoconstrictor impulses from the 
vasomotor center in the medulla relayed by 
the sympathetic nervous system. In- 
fluences from the higher centers commonly 
cause marked blood pressure elevation as 


shown by the work of Cannon in studies of 


fear and rage in response to critical situa. 
tions. If complete sympathectomies are 
performed, there are then no emergency 
flight reactions and no blood pressure rise 
when the critical situations are reproduced. 
This is cited as partial proof for the nervous 
etiology of early, reversible essential hyper- 
tension. 


Before vascular sclerosis has occurred, 
transient rises in blood pressure occur at 
intervals, in response to mental stress, and 
these continue with ever greater frequency 
until the emergency response is habitual. 
These patients early have vasomotor in- 
stability, but the cold pressor test of Hines 
and Brown is not of diagnostic importance, 
for most of the subjects with positive tests 
do not develop essential hypertension in 
the course of the following ten vears. There 
seems to be, in addition to the nervous 
strain and hyperactive sympathetic nerv- 
ous system, an additional factor of de- 
generative vascular disease in the family, 
or in other words, a constitutional sus- 
ceptibility. 

The treatment of a hyperactive vaso- 
motor reflex is first, inhibition of the higher 
centers by rest, conscious relaxation, 
psycho-therapy and sedation. These meas- 
ures give symptomatic relief in ninety per 
cent of mild cases, three quarters of moder- 
ate and halt ef late cases, whereas the 
actual blood pressure levels fall in many 
fewer cases. When medical regimen is in- 
effective, splanchnic sympathectomy is in- 
dicated, with good results in the early 
“vasomotor stage,” but no effects once 
arteriolar change has set in. 

Essential hypertension is considered as a 
“chronic emergency” response of the organ- 
ism. It depends upon nervous strain in an 
individual with a constitutional susceptible 
sympathetic nervous system. 


W. W. HL, Jr. 


Wuire, Paut D. and Gienpy, R. Earte: 
The Growing Importance of Cardiac 
Neurosis. 4unals of Internal Medicine, 


Sheed 


1937, vol. 10, pp. 1624-1635. 

Cardiac neurosis, or better, cardiac psy- 
choneurosis (to distinguish this condition 
from neurocirculatory asthenia) consists of 
fear or apprehension about the heart. This 
entity is important because it is increasing 
in frequency, is probably the most com- 
inonly missed cardiac diagnosis, and is 
often crippling to the patient. It is essential 
to recognize and treat this condition early, 
for a long established cardiac psycho- 
neurosis may be almost incurable. 

Exciting factors of cardiac psychoneuro- 
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sis may be the occurrence of heart disease 
among family and friends; overemphasis 
by the physician of incidental findings re- 
lated to the heart; subjective sensations, 
such as extra-systoles or tachycardia. 

Cardiac psychoneurosis may exist in- 
dependent of, or may be superimposed 
upon, any type of organic heart disease. 
Three illuminating case histories are pre- 
sented which well illustrate the occurrence 
and predominance of neurotic symptoms in 
two patients with normal hearts, and a 
third with compensable rheumatic heart 
disease. The disastrous consequences of 
faulty diagnosis and treatment are em- 
phasized in each case. A fourth case in 
which severe coronary heart disease was 
masked by the symptoms of cardiac psy- 
choneurosis and morphinism ts detailed to 
curb over-enthusiasm for the diagnosis of 
cardiac psychoneurosis. Such cases of seri- 
ous heart disease complicated by fear and 
apprehension directed to the heart are 
dificult, for early deaths may result from 
faulty diagnosis. 

W.W. HL, Jr. 


Bourne,G., and Wirrkower, k.: Psvcho- 
logical treatment of cases with cardiac 
pain. British Heart Fournal, 1940, vol. 2, 
Pp. 25-32. 

This is a short report of the treatment of 
twelve cases of cardiac pain by psycho- 
logical method. In two previous papers in 
the Lancet,1937,Wittkower describes his ob, 
servations on a group of cardiac patients 
and it was from this work that he decided 
to try to. treat them in this way. The 
methods he describes were similar to those 
that he has previously successfully used on 
colitis cases. Patients were interviewed at 
the beginning about three times a week 
and the visits gradually decreased. The 
average length of treatment was 60 hours 
for a patient. These patients had been 
treated 1 to 13 years by physical means. 

Twelve cases were followed over a two- 
vear period. Seven of these were cases with 
a functional type of pain. The improvement 
was as follows: 

Cardiac pain was lost in six patients after 
tour months of treatment. Three incapaci- 


tated patients returned to work. The 
psychic aspect of the patients improved. 


Kive of the twelve cases had angina of 


effort. Of these two who were unable to 
walk a hundred yards without an attack 
were completely relieved. The occupational 
efficiency was restored in two cases. The 
psychic component was improved. 

The writer says that as would be ex- 
pected psychotherapy has no effect on the 
organic disease and that the cardiac con- 
dition remained the same. He raised the 
question as to whether there was any dan- 
ger in removing the pain as a warning sig- 
nal, but feels this was not a great danger 
as no patient died. He thinks that perhaps 
the removal of an attack improved the cir- 
culation. He points out that the basic 
lesion of angina of effort is coronary disease 
but that the degree of pain is proportional 
to the predisposition of the nervous system 
to make it felt. 

|The writer of this abstract would like to 
raise the question as to whether very early 
treatment in these cases might not have 
influenced the development of organic 
pathology by early relieving strain. Witt- 
kower may have had this in mind as a 
later piece of work.] 


ALL. B. 


General 


FREUD, SIGMUND: 1856-1939. The Psycho- 
analytic Quarterly, 1940, vol. 9, No. 2. 
The Freud number of the Psychoanalytic 

Quarterly deserves special interest. In 16 

papers Sigmund Freud is viewed from 

different fields of science and from different 
personalities resulting in an impressive 
study of psychoanalysis as focused in the 
person of its creator. Ernst Simmel writes 
about the man Freud, the discoverer of 
man in men. A. A. Brill tells some remi- 
niscences about his friend Freud. Helene 

Deutsch gives a contribution to the history 

of the psychoanalytic movement, the 

teacher Freud and his pupils. Franz Alex- 
ander describes the “‘Bergasse 19” and re- 

ports various discussions there. Martin W. 

Peck limits his contribution to one page 

but gives an extremely interesting and im- 

pressive picture of his visit with Freud, 
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who, for instance, used the term “medical 
fixation” for the American scene and sug- 
gested “that in its attitudes towards 
Europe, America is still fighting the Revo- 
lutionary War.” 

In a few comments, Helen Vincent Me- 
lean opens a new approach to Freud’s last 
book, “Moses and Monotheism.” Further 
condensed here, these remarks would lose 
their convincing formulations which they 
possess in the original. McLean states, 
“This book was Freud’s credo; an ex- 
pression of his belief in man’s power for in- 
tellectual and emotional development.” 
later in connection with Freud’s work, 
‘Totem and Taboo,” she writes “anthro- 
pologists are still busily denying that 
Kreud’s thesis of the primal horde has 
any historical truth. Perhaps historically 
viewed the anthropologists are correct and 
Freud is wrong. Psychologically, however, 
the renunciation by the sons of the wish to 
kill the father and the identification with 
the loved father was probably a first step 
in the social and moral development of 
man.” 

Smith Ely Jellitfe outlines the influence 
of psychoanalysis on neurology. His con- 
clusions culminate in the sentence: “To me 
psychoanalysis has liberated neurology 
from some of its invested and fixed patterns 
of thinking.” More detailed and more 
critical is Paul Schilder’s evaluation of the 
influence of psychoanalysis on psychiatry. 
Psychoanalysis was the end of “mosaic 
psychology.” Schilder makes a special point 
by stating that the possibility of under- 
standing a symptom as the expression of 
psychological tendencies does not prove 
that the symptom is psychogenic in charac- 
ter. According to Schilder the neglect of the 
external world and the over-rating of the 
body as if it were independent of the out- 
ward world is deeply embedded in psycho- 
analytic thinking. The recent emphasis on 
ego problems corresponds to an intent to 
overcome these deep-seated difficulties in 
the structure of psychoanalysis. In organic 
psychosis, changes are found which remain 
in the periphery of the ego. The indestruct- 
ible center of the personality is aware of the 
change. A case of genital paresis for in- 
stance is aware of the impairment of his 


thinking, and judgment and reacts to this 
incompleteness with grief and despair. 
Kreud’s influence on psychiatry in America 
is reviewed by Glenn Myers. 

In his clear style and his stimulating 
manner, Bernard DeVoto analyzes the 
manifold and strong influence of Freud in 
American literature. Geza Réheim views 
Freud and his work from the anthropologi- 
cal point of view. The problem of art in 
Kreud’s writings is discussed by Richard 
Sterba. Atwell Westwick gives his tribute 
to psychoanalysis from his experience as a 
criminologist and judge of the superior 
court in Santa Barbara, California. 

The paper of Jud F. Brown, Freud’s In- 
fluence on American Psychology, is divided 
into three parts: history, present influence, 
and the future. The time ts definitely past 
when psychoanalysis is dismissed with a 
sneer because it is “based on a theory of 
instincts” or is “poor mysticism” or “‘de- 
duces everything from sex.” It is remark- 
able that Freud’s influence in academic 
psychology has been so great, in spite of the 
failure of psychoanalysis to make headway 
in the universities and the resulting ne- 
cessity for the establishment of separate 
psychoanalytic institutes. The psycho- 
analyst suffers according to Brown from 
lack of adequate training in the logic and 
mythology of experimental science. The 
psychologist suffers from lack of adequate 
training in psychoanalysis. 

This remarkable issue of the Psycho- 
analytic Quarterly ends with a contribution 
by Ruth Mack Brunswick about “the pre- 
oedipal phase of the libido development.” 
The material published is the result of work 
begun in the summer of 1930 in collabora- 
tion with Freud. The starting point was a 
case of delusional jealousy which the author 
had analyzed and which revealed a wealth 
of unsuspected information concerning a 
period hitherto unknown, antedating the 
oedipus complex and consequently termed 
pre-oedipal. This written record of the 
collaboration consists of the author’s notes 
typed after discussion with Freud and 
Kreud’s own comments, ideas and sugges- 
tions. It gives a summary of some already- 
known facts, a re-statement of old prob- 
lems, a wealth of new material and formula- 
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tion, pointing the way to a most promising 
investigation of new fields in psychoana- 
lytic research. 


M. G. 


Baranat, Hyman S.: The Psychopathol- 
ogy of Hair-Plucking (Trichotillomania). 
Psychoanalytic Review, 1940, vol. 27, pp. 
291-330. 

An attempt is made to describe hair- 
plucking in psychoanalytic terms. The 
role of hair in myths, customs and other 
creations of man is discussed. In these the 
hair is found “to symbolise strength, 
beauty, mourning and the castration com- 
plex.”’ Sixteen short case histories are given 
and it is concluded “that the hair is a uni- 
versal phallic symbol and as such may play 
a role in the numerous repressions and con- 
flicts connected with sex life.”” The author 
mentioned a publication by C. Berg: The 
Unconscious Significance of Hair. Jnter- 
national Yournal of Psychoanalysis, 17: 
73-55, 1930. 


M. G. 


SILBERMANN, Isipor: The Psychical Ex- 
periences during the Shocks in Shock 
Therapy. International Fournal of Psy- 
choanalysis, 1940, vol. 21, Ppp. 179-200. 
The paper deals with the use of insulin 

and triazol for the purposes of shock ther- 
apy. The author comes to the conclusion 
that the psychotic personality has been 
forced back by the shocks to its primitive 
level and gradually re-built. Just as the 
cortical control of a new-born child ts in- 
complete, and only gradually achieves its 
effect, so the new-born ego appears in its 
first rudiment and slowly develops over 
months and years its complete contact with 
the outer world. In the same way as a func- 
tional blocking of the cortex produced by 
the coma disappears in syccessive steps 
from the more primitive to the most re- 
cently developed centers, so does the re- 
construction of the ego after the shock 
progress through the stages of childhood 
to maturity. 


The hypoglycaemic coma from start to 
finish and including the epileptic fit with 
which it is often associated is explained in 
the same way as a triazol shock except for 
the difference in the intensity of the ex- 
citing forces; the essential features in both 


being the intense fear and experience of 


death with the subsequent experience of 
re-birth and the associated euphoria.—It 
follows from this explanation that patients 
undergoing this treatment need special 
attention and some form of psychotherapy. 
M. G. 


B. W. Acinsky: The Socio-Psychological 
Significance of Death among the Pomo 
Indians. .dmerican Imago, 1940, vol. 1, 
pp. I-11. 


The Pomo Indians of northern California 
cannot comprehend suicide as we know it. 
To them every death and misfortune is the 
result of indirect or direct retaliation either 
by the “supernaturals” or by living in- 
dividuals. This material was gathered by 
the author among the Pomo Indians ot 
California on two separate field trips, in 
1934 and 1935. When these Indians were 
on a trip and by themselves in the moun- 
tains, they often remembered transgres- 
sions and omissions of the taboos and they 
were almost overcome with fear of the 
“supernaturals” striking them down. In 
the majority of the cases the individual was 
still able to get to his destination betore 
fainting. From the reports it seems that 
their apprehension and anxiety and _ fear 
became overpowering when they finally 
reached their home and collapsed. Accord- 
ing to the author’s information, death fre- 
quently occurred. The Pomo deaths which 
were not due to natural causes are not com- 
parable with the overt planned suicides 
in our cultures. The psychological death or 
self-death was as real as death from any 
disease known to man. In some of the cases 
it was possible to cure the stricken indi- 
vidual with a “‘ghost”’ cure which is com- 
pared by the author with the shock therapy. 

M.G. 
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Anorexia Nervosa 


On account of the interest shown in 
the three articles on Anorexia Nervosa 
published in this Journal recently (July 
i939, L. Rahman, H. B. Richardson, 
H. S. Ripley; July 1939, case by 
kK. Weiss and O. S. English; January 
ig40, J. V. Waller, M. R. Kaufman, 
lk’. Deutsch) additional articles will be 
reviewed here. Later the reviewer will 
attempt a more complete survey of 
articles in this field. 


SHEEHAN, H. L. Simmonds’ Disease due to 
Post-partum Necrosis of the Anterior 
Pituitary. Quarter/y Journal of Medicine, 
vol. 32, 1939, pp. 277-308. 

This article, like its predecessors by the 
same author, is a welcome exposition of 
cases of verified anterior pituitary damage. 
In a painstaking review of 70 cases from the 
literature and $1 cases examined person- 
ally by Dr. Sheehan, he is able to describe 
at length the clinical and pathological ef- 
fects of damage to the anterior pituitary in 
a more complete manner than has been 
possible heretofore. From’ his systematic 
examination he believes that the most 
common type of true Simmonds’ disease is 
due to thrombosis in the hypophysis follow- 
ing pregancy; that such cases are common, 
probably 2 severe cases and 7 lesser cases 
occurring in about each 10,000 population; 
that tumors, granulomata and fibrosis are 
rare causes; that the onset is usually asso- 
ciated with severe hemorrhage and collapse 
at the time of delivery. He finds that the 
usual descriptions do not take into account 
the fact that “‘even in severe cases (of ne- 
crosis) there is nearly always some recog- 
nizable trace of gland left,” and hence the 
clinical picture cannot be a sharply defined 
one to complete loss of pituitary function. 
There are women whose pituitary glands 
show slight to moderate lesions who are free 
from symptoms. These “‘differ quantita- 
tively, but not qualitatively, from the se- 
vere cases in which a diagnosis of Sim- 
monds’ disease is justified. In a patient 


who has had a post-partum necrosis, the 
pituitary insufficiency is essentially a rela- 
tive matter, comparable to the question of 
cardiac or renal insufficiency after damage 
to those organs” pp. 304 30S. 

Very useful for differential diagnosis is 
the fact that consistent lack of emaciation 
was found in Sheehan’s cases. He discusses 
Silver’s review (1933), and remarks “This 
standard requirement of a severe loss of 
weight for the diagnosis of the disease ap- 
pears to be the reason for most of the errors 
in the diagnosis. Many true cases of Sim- 
monds’ disease are probably missed because 
the patients are of normal nutrition. On the 
other hand, a large number of spurious 
cases are diagnosed on the basis of a se- 
vere loss of weight, usually combined with 
amenorrhoea and a low basal metabolic 
rate;-most of these are really cases of 
anorexia nervosa.” 

“The original necrosis occurs at a de- 
livery which is invariably complicated by 
collapse, usually as a result of severe 
haemorrhage. Following this there develop 
a number of signs and symptoms which 
vary in frequency and severity according to 
the size of the original necrosis, and prob- 
ably according to other factors. The follow- 
ing is a condensed and composite descrip- 
tion of a severe case, but exceptions to 
most of the conditions are found in indi- 
vidual cases: 

“During the puerperium there is complete 
absence of lactation and sometimes hypo- 
glycaemia. After this, the uterus becomes 
superinvoluted and the external genitalia 
atrophic. Menstruation does not return, 
and libido is absent. There is a gradual loss 
of the axillary and pubic hair. The patient 
is apathetic and dull, unable to do her 
housework, and very sensitive to cold. She 
may show a myxoedematous or a pre- 
maturely senile appearance. The weight is 
usually little altered unless there is great 
anorexia. The blood-pressure tends to be 
rather low, and the basal metabolic rate ts 
about —25 per cent of the normal. A hypo- 
chromic anaemia is present, sometimes as- 
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sociated with a definite eosinophil leuco- 
CV tosis. The blood-cholesterol may be a 
little raised, and the blood-sugar rather 
low, but sugar tolerance tests give a curve 
with a delaved fall. After 10, 20, or 3c 
years the patient may become more typi- 
cally myxoedematous, or may develop 
mental changes with anorexia and some 
loss of weight. At this stage the anaemia 
may become hyperchromic, the _ basal 
metabolic rate may fall to about — 35 per 
cent, but the blood-pressure is usually 
normal. Finally, usually as a result of some 
intercurrent illness or a phase of severe 
anorexia, the patient goes into coma and 
dies, usually with hypoglycaemia. Post 
mortem, the anterior pituitary is repre- 
sented chiefly by the large scar of the 
original post-partum necrosis, the supra- 
renal cortex is atrophic, the thyroid usually 
shows fibrous atrophy, the ovaries and 
uterus are shrunken, and the viscera are 
small. 

“Substitution therapy is as vet not very 
satisfactory, but, if a subsequent preg- 
nancy occurs, the symptoms are perma- 
nently cured, probably as a result of hyper- 
trophy of the remaining portions of anterior 
lobe tissue. ‘ 

“This type of Simmonds’ disease is 
relatively common, but the cases frequently 
remain undiagnosed. On the other hand, 
there are very many cases reported in the 
literature as Simmonds’ disease which are 
not true examples of that condition at all. 
The confusion appears to arise from the 
misconception that patients with Sim- 
monds’ disease usually show cachexia.” 

There is an excellent analysis of previ- 
ously reported cases which supplements 
Silver’s review (1933). His own cases will 
be a valuable addition to the literature from 
the point of view of the pathologist cor- 
roborating the opinion of physicians and 
psychiatrists that anorexia nervosa is a 
personality disorder. 


Oscoop, Epwin E.: Pituitary Cachexia. 
Endocrinology, vol. 23, 1938, pp. 656 
660. 

The author reports the case of a woman 

who was perfectly well in 1921, aged 21, 

when she was married. Two months later, 


following an abortion, there occurred per- 
sistent amenorrhoea, loss of libido, and 
severe weight loss, although after 1923 she 
had a good appetite and ate everything, 
with occasional periods of bulimia. After 
careful examination the diagnosis in 1929 
was “pituitary cachexia with extreme ema- 
ciation and atrophy of all organs and tis- 
sues secondary to embolic necrosis of the 
anterior lobe of the pituitary from an em- 
bolus arising at the time of the induced 
abortion.” In 1933 she was discovered in a 
tuberculosis ward of a State Hospital with 
a diagnosis of psychopathic personality and 
tuberculosis, the latter condition being 
frst evident in May 1933. In 1935, at 
autopsy, an essentially normal pituitary 
gland was tound. The tuberculosis did not 
occur until she had been on the ward for 
feeding purposes for over two vears. 

This is interesting for several 
reasons. During the last four vears of life, 
while under observation, she had a vora- 
cious appetite without any apparent physi- 
cal cause for her loss of weight. Also, this 
case began after an abortion, but the 


case 1s 


pituitary gland showed no trace of a focal * 


lesion. Hence, in spite ot the excellent 
work ot H. L. Sheehan, we must continue 
to look elsewhere for the etiology of these 


cases. 


Danpvy, W. E.: Section of Human Hypo- 
physial Stalk; Its Relation to Diabetes 
Insipidus and Hypophysial Functions. 
Fournal of the American Medical Assocta- 
tion, vol. 114, 1940, pp. 312-314. 

Dr. Dandy reports here an unusual 
human case which has direct bearing on the 
functions of the hypophysis and the base 
ot the brain. This topic has been the sub- 
ject of much experimentation and analysis 
by Camus and Roussy, Bailey and Bremer, 
Biggart and Alexander, Fisher, Ingram and 
Ransom. After a discussion of the various 
views Dandy concludes: 

“1. A sharply defined lesion transection 
of the hypophysial stalk in man, 
without trauma to the base of the 
brain or to the hypophysis, produced 
a permanent (eleven years) polyuria 
and polydipsia. 

‘2. This failed to disturb the known 
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hypophysial functions, such as (a) 
menstruation, (b) pregnancy, (c) 
lactation, (d) weight, (e) blood pres- 
sure, (f) sugar content of urine.” 


Harr, J. F., and Lisa, J. R.: Pituitary 
Cachexia. Endocrinology, vol. 25, 1939, 
PP. 130° 133. 

These authors report a verified case of 
cachexia apparently due to a large pituitary 
cyst of long duration. Since the number of 
cases in the English literature 1s small, it is 
worthy of mention. The patient, a man 
aged 37, showed the Lorain type of in- 
infantilism with immaturity in both skele- 
tal and sexual systems, so that it was as- 
sumed that the growth stimulating and- 
gonadotropic factors of the anterior pitui- 
tary were deficient betore puberty. 

The cyst apparently originated in the 
pars intermedia, and could be considered 
both an intra- and a suprasellar tumor. 
Considering the great extension of the 
tumor with massive excavation of the right 
frontal lobe, it was surprising to the au- 
thors that he showed so few symptoms until 
a few months before his death. Up until two 
months before entrance into the hospital 
with severe frontal headaches, he had lived 
a relatively comfortable life. 

“The anterior lobe was completely de- 
stroved. Here also it is surprising that any 
physiologic relationship between this and 
the posterior lobe or the general system 
could be possible. All one could say was 
that a small quota of the anterior lobe secre- 
tion must have reached its normal destina- 
tion up to a late date in his life.” 

The authors are inclined to be skeptical 
about the value of either whole pituitary 
gland by mouth or antuitrin given intra- 
muscularly, although the latter seemed to 
relieve the headaches. 


Grore, L. R., and Mena, H.: Ueber in- 
terne und psychotherapeutische Behand- 
lung der endogenen Magersucht. Schwet- 
zerische medizinische Wochenschrift, vol. 
64, 19345 PP- 137-141. 

Menc, H.: Das Problem der Organ- 
psychose. Zur seelischen Behandlung 
organisch Krianker. /aternationale Zeit- 
schrift fiir Psyvchoanalyse, vol. 20, 1934, 
PP. 439-458. 


In the article by Grote and Meng, two 
cases of anorexia nervosa with recovery are 
reported. One responded to ordinary care 
together with the use of small doses of in- 
sulin. The other balked all efforts until 
Meng undertook a “‘modified” analysis with 
eventual success. The second article is a 
rather intricate and, in part, highly theo- 
retical discussion of the problem of the 
“organpsychoses.” Space does not permit 
an adequate restatement of his views on 
many controversial subjects in this field, 
but since he does make a number of stimu- 
lating and imaginative suggestions as to the 
etiology and dynamics of some basic prob- 
lems, it was felt that attention should be 
called to it. 

The excellent articles by Rahman, Rich- 
ardson and Ripley, and Waller, Kaufman 
and Deutsch mentioned above do much to 
open the way for future psychological work 
in anorexia nervosa. Meng, however, was 
the first to publish an account from ana- 
lytic material regarding the unconscious 
motivations and the meaning of the symp- 
toms, if one excludes Freud’s original 
observations on Mrs. Emmy von N., whose 
conversion symptoms including anorexia 
and irregular menses he treated succes- 
fully by hypnosis. (Breuer, J. and Freud, 
S.: Studies on Hysteria, New York, 1936, 
pp. 32-76.) Meng feels that anorexia 
nervosa is a psychosomatic entity, but pre- 
fers to believe that it is more closely allied 
to the psychoses than to the neuroses even 
though some compulsive features are obvi- 
ous. His concept that the patient is se- 
verely handicapped since she acts as if the 
best part of her ego remains in the mother, 
and hence the patient cannot have a truly 
independent existence of her own should be 
checked by other analysts, as well as his 
general descriptions of ego relationships, 
neurosis as prophylaxis against psychoses, 
etc. Although reminiscent of some parts of 
Ferenczi or Groddeck, the article is well 
worth reading. 


FaARQUHARSON, R. F., and Hytanp, H. H.: 
Anorexia Neurosa; Metabolic Disorder 
of Psycholigic Origin. Yournal of the 
Imerican Medical Association, vol. 111, 
193s, pp. 1O8$ 1092. 


Kight new cases are reported with special 
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emphasis upon the psychogenic factors. 
They review the outstanding facts in regard 
to differential diagnosis, physical examina- 
tion, and treatment. No new facts in regard 
to the psychological etiology are presented, 
but a rational plea is made tor adequate 
psychotherapy. 


RicHarpson, H. B.: Simmonds’ Disease 
and Anorexia Nervosa. ./rchives of In- 
ternal Medicine, vol. 63, 1939, pp. 1-28. 
Dr. Richardson has long been interested 

in anorexia nervosa and in this article 

writes with authority about existing con- 
ceptions of this disorder in relation to 

Simmonds’ There is a careful 

analysis of leading contributions to some 

dificult problems which he summarizes 
succinctly and judicially. It is probably the 
best article of its kind for presenting the 
evidence for psychogenicity to the skeptical 
organicist. His excellent summary of two 
important points bears repetition. ““The 
therapeutic test as reported in the litera- 
ture is unreliable for one or more of the 
reasons given; namely (1) too many reme- 
dies were used simultaneously, (2) the 
factor of suggestion was not controlled, (3) 
the improvement was not parallel with the 
use of the medication, (4) the improvement 
persisted or even increased when the medi- 
cation was discontinued, (5) the usual dose 
was altogether inadequate.” ... “Ano- 
rexia Nervosa is diagnosed by the demon- 
stration of the neurosis. This is difficult, 
even if the examiner is interested in+the 
inquiry, which is not always the case. The 
demonstration is conclusive if the neurosis 
can be treated successfully by psycho- 
therapy. This, of course, is the application 


disease. 


of the therapeutic test. It is conclusive 
because psychotherapy can be given with- 
out medication, but it is impossible to give 
injections without psychotherapy.” 


Davis, Heten: Anorexia Nervosa. /n- 

docrinology, vol. 25, 1939, pp. 991-995. 

A patient, aged 21, who had had a similar 
attack when 14, showed the typical signs, 
symptoms and laboratory findings of 
anorexia nervosa. She responded quickly 
with a gain in weight, return of menses, 
restoration of normal activities, and dis- 
appearance of gastro-intestinal symptoms 
after a change in mental attitude was 
brought about. It is the author’s opinion 
that thyroid extract and pituitary gonado- 
tropic extract did not appear to have a 
beneficial effect. She does not describe the 
nature of the emotional difficulty. 


MaGenpantz, H., and Procer, S.: Ano- 
rexia Nervosa or Hypopituitarism? Four- 
nal of the American Medical Association, 
vol. 114, 1940, pp. 1973-1983. 


Three new cases of anorexia nervosa are 


reported in this paper with no essentially 


new material. There are $4 references to 
pertinent articles, many of them trom the 
German literature which are not com- 
monly known in this country. The discus- 
sions of Graubner, Zondek, Thannhauser, 
von Bergman, Krause, Kylin, and von 


Weizsacker may be of interest to students ot 


this condition. The authors conclude that 
the etiology is obscure and the criteria for 
cure not established, although they give 
psychologic factors their due place in the 
development of the illness. 

H. W. Brosin 
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EDITORIAL NOTE 


tHE MEMBERS OF THE BOARD have 
asked me to write a statement for this 
number of the Journal that will define 
for the reader the problems we have 
encountered in the first vear and a half 
of publication. 

When the Journal was originated we 
stated several intentions relative to 
policy which experience has proved 
were difficult to fulfill. These policies 
are still being striven for, and we be- 
lieve in their ultimate realization but 
we feel that our subscribers and con- 
tributors have the right to know the 
problems that have delaved their ac- 
complishment. 

We have failed to publish the quar- 
terly promptly. Yet, in spite of this fact, 
no important manuscript has been held 
more than a few months before publica- 
tion. The problems which interfere with 
regular appearance of the journal are 
chiefly the result of our earnest effort to 
live up to the last two paragraphs in 
our Introductory Statement. With the 
first issue of the Journal we wrote 
“Occasionally an authoritative general 
paper may be accepted but it is our 
policy to publish data from which the 
reader can draw conclusions, and to 
avoid papers which merely express 
opinions.” Fully half of the rejected 
articles for PSYCHOSOMATIC MEDICINE, 
and among them many fine papers, 
have been declined on the basis that 
they were too general in their approach. 
In the April number, we published for 
the first time in the review section a 


general article of any considerable 
length ‘‘Present Methods of Teach- 


ing” by Drs. Deutsch, Kaufman, and 
Blumgart. The April issue contained no 
long review and hence was the obvious 
number in which to present first this 


type of paper. In the current issue we 
are able to give the readers not only a 
long critical review of the literature of 
the hypothalamus, but another special, 
general article which again meets our 
critical standard— “Psychotherapy and 
the Psychotherapist” by George Alex- 
ander. We would be interested in learn- 
ing from the subscribers if this slight 
departure from policy meets with their 
approval and whether they would wel- 
come a general article more frequently. 

The other half of our promise, to 
publish data from which the reader can 
draw conclusions, has also carried its 
problem. Fully one-quarter of the pub- 
lished material has been returned to the 
authors for extensive revision and with 
a request for additional data. This 
course, while it has caused delay, has, 
we believe, heightened the significance 
of the articles. 

A third unavoidable factor which has 
added to the delay in publication was 
contained in our definition of psycho- 
somatic medicine itself in the final para- 
graph of the Introductory Statement 
“Psychosomatic medicine is both a 
special field and an integral part of 
every medical specialty. It is an essen- 
tial approach to every medical specialty 
in so far as it is fundamental in all diag- 
nosis and treatment. In recent years a 
well-defined species of research worker 
has appeared, devoting himself to the 
study of psychosomatic problems. These 
investigators may represent the most 
diverse medical specialties, yet they are 
joined together by common interest and 
approach.”” Our Board, of necessity, 
represents these diverse fields that are 
so joined together. Often such is the 
interest of its members in the material 
published in the Journal that as many 
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as four editors will ask to read a paper 
prior to publication, feeling that it bor- 
ders on their fields and that their re- 
sponsibility to the Journal demands 
that they should have part in approv- 
ing the manuscript. This, of course, 
helps to develop a high critical stand- 
ard but inevitably delays decision on 
the article. 

We think that these difficulties will 
be overcome as the Journal becomes 
more firmly established, but in the 
meantime we would welcome any sug- 
gestions or critical comment from our 
readers and contributors. 

Readers whose major interest is in 
the MONOGRAPH SERIES will understand 
that the preparation of these more ex- 


tended studies presents special diff- 
culties. It is subject not only to the 
delays mentioned above but also to the 


vicissitudes which the author himselt 


meets in preparing an extended and 
thorough treatise. Before the announce- 
ments of the Journal were sent to pros- 
pective subscribers titles and outlines 
of monographs for two volumes were 
on hand. Although only one mono- 
graph has been published so far, enough 
material to complete Volume I is now 
in press and we hope to publish the 
monographs for Volume I] within a few 
months. 
FLANDERS Dunsar, M.D. 
Managing Editor 





er 


===" ——.“ 


